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TRANSACTIONS. 


The seventh annual meeting of the Western Surgical and 
Gynecological Association was held at Denver, Colo., December 
28 and 29, 1897, at the Brown Palace Hotel. Meeting was 


called to order by the president, Dr. Joseph Eastman, of In- 


dianapolis, Ind., at 10 A. M., who called for a report from Dr. 
ae chairman of the committee on. arrangements. 


Dr. GRANT: Gentlemen—Your committee has taken the lib- 
erty to ask one of Colorado’s best and most distinguished gov- 
ernors it has ever had in its history to welcome you to-day. 
I have the pleasure of presenting to you Governor Adams, of 
Colorado. 


GOVERNOR ADAMS: Mr. Chairman and Dr. 


Grant came to me the other day and invited me to say a’ word 


of welcome this morning, I rather protested and asked him if. 
he could not find someone else. Well, he said, I suppose I[, 
might find a clergyman, but, he says, that would hardly 
be proper. Just why, I do not know. But it does not matter 


- who welcomes an organization of this kind to Colorado; you 


can be sure that that welcome is sincere, that we are glad to. 
see you here. We do not welcome you as people whom we 
expect to see located here, because it is understood by the phy- 
sicians and the surgeons here in Denver that no more doctors 
wil! be invited to locate here [applause], but we desire to have 
you come here for selfish reasons, Colorado has something to 
sell. It has climate to sell, and we urderstand that a good doc- 


tor is the best agent that we can possibly have to exploit that 


climate and to send us customers and purchasers for that com- 
modity. You, of course, understand what this is to Co‘orado. 
You understand what a resource to a state good climate is. 
Adam Smith said, a hundred years ago, that one of the greatest 
resources a state or a community could have was a good cli- 
mate. That we have. Now the question with us, who are not 
physicians, is to sell that; to derive an income from it, and. 
in no better way can we derive a profit than by having men 
like you, who are interested in the health of people, sending 
them here. Take it in the ages past, in the days of Shake- 
speare, when a doctor had a client that was incurable they took 
him to court and asked that the king might lay his hands 
upon him. Feeling that they themselves could do no good, 
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then this feeling of superstition came in, and they thought 


perhaps with the laying of royal hands upon him he might be 
cured. Now it is different. When a physician in our country 
has an incurable, he does not send him to royal courts, but he 
sends him to Colorado. In the first place, they like to get rid 
of a chronic, like to get him off their hands; then, again, 


they feel it may possibly do him good. 1 think, if it could be 


demonstrated, it would be found that many a physician in 
Coiorado has acquired a reputation for great cures that in fact 


belongs to our sunshine and to our air. They have collected 


many a fee that has been earned by our climate. If a Colorado 
physician is wise, when he finds one of those cases about which, 
perhaps, he knows a good deal, but does not know what to do, 
if he is wise, he will keep quiet, talk little, prescribes harmless 


_ things, and the climate may help him out. And that is a rule — 
which they pursue frequently here, and it is a wise rule. They 


feel that the sunsh'ne which falls through our atmosphere and 
this wonderful air of these wonderful mountains have in them 
more of curative qualities than any laying on of hands. We 


have had those who lay on hands in Colorado. Our doctors | 


had a great rival here a few years ago. They had a Schlatter. 


He had his place over on yonder hill in North Denver, and the 


cars were not equal to the emergency of carrying those who 


- gought cures from this miraculous man. It is incredible to 


think of the great excitement which that man created here in 
the west. It showed that superstition still rests in the human 


heart. He came; he touched the thousands; he passed away. | 


His cures are forgotten and Schlatter’s bones lie down on the 
Arizona desert, a victim to his own faith, because he really 
thought that within him was the divine power, the Christ 
power of curing, and in testing that upon himself, his power 
to live without food and without nourishment, he gave up his 
life to his faith. Though, of course, a fraud, his sincerity can- 
not be doubted. These things the doctors have had to contend 
with, and yet to-day the physicians in Colorado stand, as they 


do everywhere, among the best in our state, They stand at the 


head in every enterprise, as does your prefession everywhere. 
I think perhaps the greatest evidence of advancement in the 
Victorian era has been the advance made in the science of 


Medicine and surgery. I think it was no longer ago than half 


a century when some old doctor wrote in his book—you may 
be familiar with its name, I have simply seen the quotation— 
in which he said that all diseases could be divided into three 
classes: those which sulphur would cure, those which mercury 
would cure, and those which the devil himself couldn’t cure. 
Now from that day to this there is a wide growth, and in no 
profession, in no division of human effort, has that advance- 
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ment and that growth been greater than in your profession. 


You have, each of you, become scientists. Each of you realize 


that now that it isa profession that requires study. It requires 
a scientist to become an expert physician or a surgeon. ‘Fhe — 


day when you could trust to the old conditions has passed 
away. A new age has come for those who try to cure human 
ills. I love the profession for the new thoughts in it, for the 


growth that belongs to it, for the spirit with which you all 


enter into your cares. I like the enthusiasm with which you 
enter into your profession, although I can understand that 


scmeétimes there is such a thing as-being too enthusiastic. I 
remember three years ago I had occasion to invite the assist- 


ance of the skill of a surgeon. I was in Boston. I was told 
to go to one of the men who stood at the head of his profession 
in that city. I went pretty early in the morning, up on Com- 


- monwealth avenue, and went into his office at the hour which 


the sign indicated that he would be there. He was not there. 


So being a little restless and perhaps considerably impertinent, © 
I marched on into his private office and awaited his return. 


Perhaps half an hour or more had passed when in came the 
doctor. His eye was on fire with enthusiasm. He was all 


~ aglow with interest in an operation which he had just had at 


the hospital. -In apologiz ng for his delay, he said that -he had 
been detained down at the hospital where he had just per- 
formed a most beautiful operation. He was full of enthusi- — 


asm over that, and he had the evidence of it. He brought a 


bottle and in that bottle there was the orphan vermiform 
appendix of some poor victim which he had just taken out. 
He said a most beautiful operation. I became interested, and 
I said, “Doctor, how long before the man will be cured?” “Oh,” 
he says, “he will die; but a most beautiful operation.” Every 
condition of science had been complied with. Well, of course, 
there is such a thing as overdoing the enthusiastic in scientific 
matters. But it occurs to me, as I think of the present condi- 
tion of your science, what would have been the gain, had the 
physicians of a generation ago known what you know to-day. 
to those who went down upon the field of battle in 1861 to 1865? 
There would have been a hundred thousand families that went 
into mourning that would have welcomed the return of their 
sons, of their fathers, and their brothers. Nothing, perhaps, 
can indicate the growth of your science more than that. No 
matter what skill they displayed, it was the best they knew. 
But what you know now would have saved more lives than 
fell tipon the field of battle in the greatest civil war of history. 
Another thing which is credited to the physicians of to-day is . 
that they perhaps do more gratuitous work than any other 
profession. Perhaps for the science they display, for the sac- 
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-rifices which they give to humanity, they receive less pay 
than any other profession. Perhaps your bill collector would 
have a different story to tell, but still that is true. I am told 
that in the hospitals, not. only here, but in Omaha and Phila- 
delphia, New York and Boston, that there the poor can re- 
ceive gratuitously the very best service that your profession 
knows. Over the bed of poverty, over the bea of misfortune 
there ever hangs the best of scientific attainments that has 
been known from the early days of surgery and medicine down 
to the physicians who to-day rule as kings. You cannot deny 
yourselves to those who invite your aid. You cannot inquire. 
into their bank account or into their condition. The poorer > 
they are the more incumbent seems to be the obligation that 
rests upon the fraternity to extend aid. You have built a mon- 
ument to humanity that surpasses that of any other profession. 
You have widened the field of human life. J think it is stated 
that perhaps you have doubled the average length of human 
life in the last hundred years.. Epidemics no longer sweep 
over our world carrying with it the prostration of a genera- 
tion. You meet it upon the shores of every a and by 
your science you make it harmless. 

One thing that the medical fraternity can congratulate itself 
upon is, that the aid of the arm of the law of the state is with 
it. Years ago, you could not separate anyone, a child particu- 
larly, afflicted with a contagious disease. The community 
rebelled, just as I have known them in the southern part of our — 
state, and in New Mexico where small-pox becom:s epidemic, 
it is impossible there to keep the well from visiting the sick. 
That was the case all through the world fifty or a hundred 
years ago, perhaps less; but to-day the arm of the law comes 
in and it aids you in your work in checking these epidemics. 
What the world owes you, you will never be paid. It is only in 
the satisfaction of the good that you can do, it is only in the 
satisfaction that you receive, and in building up the science 
which you follow that you will receive your true reward. 
But I need not take up your time, because you know, and the 
world knows, that there is a change; physicians go now as a 
friend. A man now who is not full of sympathy, full of kind- 
ness, seems to be out of place in this profession; because if I 
ever desire a friend upon earth it is he who visits my family 
and administers to them in sickness. He is to me my father 
confessor. He is the one who knows all about my affairs, about 
my life, and knows those things which no one else knows, 
which no one else has a right to know; and it is only to a high 
character, to a noble man, that these things can be imparted 
in confidence and in sincerity. So, when a physician comes 
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into our doors, he should come as a friend; he should come .- 


there as a man who is worthy to take every secret that they 
might desire that he should know, that should become a part 
of his life. Sometimes these are burdens. Sometimes there 
are pleasures in them. But we go now to a physician in confi- — 
dence because medicine has become a great art, while surgery 
is perhaps that science which most of all is nearest allied to 
divinity itself. 

_-$o in coming to our state I greet you not t with words, but I 
greet you in the spirit of friendship; and, as I said in the be- 
ginning, I greet you in the spirit of selfishness, feeling that 
you will do our state good; that you will carry with you re- 
membrances that will be full of pleasure; that you are carry- 


ing away from here knowledge concerning our climate which 
we desire to be carried broadcast throughout our land, that | 
_ those who are ill may come here; that those who are sick may 


come here and build up at the same time their physical char- 


acter and their physical strength which is denied them in other 


places. 


Again greeting you, and hoping that. your sojourn here will 
be full of profit and pleasure I thank you all. [Applause.] 


THE PRESIDENT: I am intensely delighted that we have come 
to Denver and that our association is to meet here in a state 
which has a governor whose heart is large enough to be in full 


and deep sympathy with the sacrificing spirit of the profes:ion. 


In fact, a state which has a governor with a heart large enough 
to have made a great surgeon. The response on the part of 
the association will be by Dr. Schooler, of Des Moines, lowa. 


Dr. ScHOOLER: After the storms and struggles that the ordi- 
nary physician goes through, burdened with his cares, and 
sometimes with the thought that his services are not appre- 
ciated, it is certainly very pleasing and very gratifying to the 
members of this society, as well as myself, to hear the words 
of appreciation spoken by the distinguished executive of this 
great commonwealth. It is from the higher plains of po‘itical 
and social life that the physician must look for his endorse- 
ment. When those who go back to the times to which the 
distinguished executive has referred, of charms, incantations, 
and laying on of hands for the purpose of curing disease, are 
seeking recognition before the legislatures of the different 
states, and are seeking executive endorsement, it is exceed- 
ingly pleasant to find that in this commonwealth the duties of 
the medical man and the surgeon are so thoroughly under- 
stood, talking as I suppose from the mouth of one of the laity 


whose specialty is not in line with ourselves. We have made ~ 


this journey to the metropolis of this state for the purpose of 
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guished medical men that we have read of, and that we ae 
heard of for years, but owing to the distances that separate 


our homes from theirs, the meetings have been too infrequent. 


We have come then, for the of this 


this which is of the year 
1897. Certainly the climate is on its good ‘behavior this morn- 


ing, and I know that the physicians and surgeons of this city 
‘will be equally on their good behavior, and while we take 


liberal doses of the climate and of the sunshine, and of the 
view of the mountains and scenery, and of the best of the city 
that has been built at the foot of the range in yonder distance, 


- we-perhaps will take our own medicine instead of asking to 


be prescribed for by. the faculty of Denver. We have been 
welcomed to share in the scenery, to partake of the climate 


and breathe the ozone in the air, but if we rezort to the laying 


on of hands while we are here it will be on something that is 
portable. In the language of a late chief executive of the 


United States, so far as we are concerned, the soil will remain 


in its place. 


We have expec:ed great things from this meeting in Denver, 
this annual meeting of the Surgical and Gynecological Asso- 
ciation of the west. We have been endeavoring in the few 
years that it has been organized to make it the equal of the 
Southern Surgical and Gynecological Society, or the National 
Association of Surgeons and Gynecologists in the east. We 


-have men scattered all over this broad expanse of western 


country who are the equals of the men in the east, the equals 

of the men in New York, Boston, and Philadelphia, or any 
other portion of this grand commonwealth of ours. And the 
only reason that there has not been more concert of action and 
more community in the work is because of the grea. dis anc:s, 
the magnificent distances, that separate the one from the other. 


_ This society is prima facie the entering wedge that will bring 


together and classify these men and align them in a work in 
which the interest is mutual; and I predict for this society, © 
and I predict for this meeting, one of the best futures in the 

history of any medical society in the west. It is true that the 
American Medical Association from time to time makes a 
jump from one side of the country to the other, but it is only 
for a few days and at long intervals—twenty years between 
the meetings in San Francisco. Now next year you will have 
them with you here and it may be twenty years before you 
see them again; but we hope to be with you as members of the 


a 
Sam 
2 
‘ 
ae 
& 
4 
ue... 
| 
i} 
| 
q 
age | q 
ok 
é 
4 
‘ 
‘ 
es, 
’ 
| 
3 q 
¥ 
¥ Ly 
if 
‘ 
+4 
| 
fall 
' 
Soe 
; 
1 
ai 
17 
| 
4 
| 
| 
‘ 
| 
i 
| 
1 
2 ae. 
> 2 
_ 
ry 
a 
3 
‘ 
4 
4 
. 
j 
a 
Z 
a 
; 4 
i 
q 
x” 
Se 
if 
23 a 
j 
<4 
SE: 
} 
i 4 
{ 
: 
- 
x 
4 
i 6 
adi 


4 


SEVENTH ANNUAL MEETING. 11 


’ ‘Western Surgical and Gynecological Society much oftener, and 


that the intervals will be of shorter duration, and that we will 
look into the faces of the surgeons and gynecologists of this 
western country more frequently than we have done before. 
I am satisfied that the committee of arrangements and the 
profession of Denver have done much in their efforts to make 
our stay pleasant and to make our meeting profitable, and I~ 
know that each member of this society will go away from here 

with pleasant recollections of the city, of its people, of the — 


gtate, of its climate, and particularly of the profession of 


enver and this community. [| App‘ause. ] 


On motion the reading of papers was limited to fifteen sales 
then and discussions to five minutes. | 

The secretary read letters and telegrams from several ab- 
sent members of congratulations and for success of the meet- 
ing. A telegram was received announcing the serious illness 
of Dr. Ward, of Kansas City, one of the founders of the associa- 
tion. The secretary was instructed to telegraph Dr. Ward the 
sympathy of the association in his illness. 

The reading of papers was then taken up. The first on 
the program was the president’s address, which was put off. 
till later in the session. The first paper read, therefore, was 
that of Dr. Schooler, of Des Moines, lIa., on “The Surgical 
Treatment of Ulccration of the Stomach,” which was discussed 
by Dr. Summers, of Omaha. The second paper was by Dr. A. 


F. Jonas, of Omaha, on ‘Surgery of the Suprarenal Cap:ules.”’ 


It was discussed by Drs. W. W. Grant, Denver; D. S. Fairchild, 
Clinton, Ia.; President Eastman, and J. P. Stewart, Ging. Cen- 
ter, Kan., Dr. Jonas closing. 

The following papers were read by title at seiaiies of au- 
thors: “Cause of Fibroid Tumors of the Uterus,’ by Dr. J. W. 
Young, Bloomfield, Ia.; “Congenital Dislocation of Hip,” by 
Dr. Maggie McCrae, Winchester, Kan.; ‘Uremic Poisoning, 


s with Threatened Eclampsia,”’ by Dr. C. A. Dannaker, Kansas 


City. 
Adjourned to. 1: 30 P. M. 


AFTERNOON SESSION, DECEMBER 28TH. 
The first paper during the af.ernoon session was read by 


Dr. John E. Summers, Jr., of Omaha. Subject: “A Contribu- 


tion to the Surgery of the Bladder and Peritoneum.” It was 


discussed by Dr. John Boice, of Denver; President HKa:tman; 
Dr. H. D. Niles, Salt Lake City; Dr. Summers closing. | 
Dr. H. D. Niles, of Salt Lake City, Utah, followed with a 
paper entitled “The Surgical Conception of Acute Peritonitis.” 
Drs. Clayton Parkhill, of Denver; Charles A. Powers, of Den- 
ver; W. W. Grant, of Denver; C. C. Allison, of Omaha; J. E. 
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Summers, of Omaha, and Arnold Jolly, Hamburg, Ia., discuszed 
the paper. 
Dr. Clayton Parkhill, of Denver, read a paper entitled ‘“Fur- 
i ther Observations Regarding the Use of the Bone Clamp in 
3 Non-United Fractures, Fractures with Mal-Union, and Recent 
| Fractures with a Tendency to Displacement,” with exhibition 
ay of instruments. The paper was discussed by Drs. Lord, of 
an Omaha; Jolly, of Hamburg, Ia., and Freeman —_ Boice, of 
at Denver; Dr. Parkhill closing. 
| i : : Dr. George H. Simmons, of Lincoln, Neb.. read a paper on 
a me nae “The Electrical Treatment of Uterine Fibroids.” It was dis- 
| : cussed by Drs. B. B. Davis, Omaha; Maggie McCrae, Winches- 
ai ter, Kan.; H. G. Wetherill, Denver; O. B. Campbell, St. Joseph; 
an Wm. Jepson, Sioux City; President Eastman; W. B. Craig, 
al Denver; Herman E. Pearse, Kansas City; Lewis Schooler, 
| | q ok Des Moines; A. F. Jonas, Omaha; Dr. Simmons closing. 
al _ Dr. O. B. Campbell, of St. Joseph, read a paper describing his 
at new vaginal speculum, exhibit'ng the instrument. 
| Assoc’ation adjourned to meet at8 P.M. 


EVENING SESSION, DECEMBER 28TH. 


Vice Presid-nt Fairch‘ld in the chair. 

ec The first paper of the evening session was the president’s 
| address, by Dr. Joseph Eastman, of Indianapolis. Subject: 
“Diagnosis of Abdominal Disorders.’”’ The address was re- 
a | ee ferred to a committee consisting of Drs: Schooler, Young, and 
Summers. Dr. Schooler moved that the address be opened for 
discussion, and this carried. The discussion was taken part 
in by Drs: Jonas, Campbell, Schooler, and Davis. 

Dr. Leonard Freeman, of Denver, read a paper on “Forcible 
Straightening of the Spine in Pott’s Disease.’ Wi.h this was 
read a paper by Dr. B. B. Davis, of Omaha, on ‘Fractures of 
the Spine.’”’ The two papers were then ciscu sed by Drs. Joly, 

Powers, Summers, Lord, Freeman, and Davis. | | 

Adjourned to 9:30 A. M., December 29:h. | 


¢ 


MorNING SESSION, DECEMBER 29TH. | 


The first paper read at this session was on “Endometritis,”’ 
by Dr. D. W. Basham, of Neal, Kan. Dr. S. E. Sheldon, of. , 
Topeka, Kan., who was on the program for a paper on “Intra- P 
uterine Treatment of Puerperal Septicemia,”’ said that he had i 
no paper with him, but if permitted to do so would speak on 
the subject he had chosen from noies. The president said he 
might do so in the form of discussing Dr. Basham’s paper. 

i Dr. Basham’s paper and the remarks of Dr, Sheldon were then 
1 discussed by Drs. Pearse, of Kansas City; Nichols, of Denver; 
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Lane, of Leavenworth; Campbell, of St. Joseph; Weiherill, of 
Denver; McCrae, of Winchester, Kan.; Niles, Salt Lake City, 
and the president. Dr. Basham and Dr. Sheldon each made 
closing remarks. | 

Dr. W. W. Grant, of Denver, read a paper on “Tarsectomy for 
Clubfoot,” showing a patient upon whom he had operated. 
The paper was discussed by Drs. Baldw-n, Summers, and Lane. 

The committee to whom was referred the president’s address. 
reported as follows: | 
Mr, Chairman: Your committee to whom was referred the 
president’s address desire to report that after a careful exam- 
ination of the same we regard it as a carefully prepared and 
decidedly scholarly production and believe that the ideas 
therein set forth are based upon the latest and best scientific 
teaching of the best workers and writers of our time. | 

The recommendation in regard to the rewr.ting of our text- 
books upon the subject of the use of the button-poin‘ted knife 
in the treatment of strangulated or inc:rzerated hernia is. 
heartily endorsed by the committee, 

We earnestly request the publication. of this address at an 
early date in some medical journal to be selected by its author, 
and copies requested to be sent to all members of this associa- 
tion. 

Respectfully submitted, _LEwIs SCHOOLER, 
Jno. E. Sumaers, Jr. 
J. W. YOUNG, 
Committee. 


On motion of Dr. Lane ‘thie report of the committee was 
adopted. 

“The Conservative Agency of Shock,” by Dr. H. G. Weth- 
erill; of Denver, was then read, immediately following which 
Dr. Lord, of Omaha, read his paper on “Shock and Its Treat- 
ment.” The two papers were discussed by Drs. Lane, Stuart, 


Summers, Jepson, Eastman, and Campbell, Drs. Wetherill and 
Lord closing. 


The secretary read a telegram from Dr. Van Buren Knott, of 
Sioux City, saying that owing to illness in his family he would 
be unable to be present, and requesting his paper be read by 
title, It was so ordered. 

Adjourned to meet at 1:30 P. M. 


AFTERNOON SESSION, DECEMBER 29TH. 


Dr. Arnold Jolly, of Hamburg, Ia., read a paper: ‘“Supra- 
pubic Cystotomy for the Removal of Hard and Large Stones, 
Hypertrophied Prostate Tumors, and Chronic Cystitis.” Dr. 
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Wm. Jepson, of Sioux City, followed with his paper, “Aids to 
Suprapubic Cystotomy,” exhibiting an arrangement for assist- 
ing in the operation by dilating the bladder with air. These 
were discussed by Drs. Grant and Sheldon, the readers of the 
papers closing. 


“Operative Treatment of Cancer of the Rectum, by De: 


‘§. Fairchild, of Clinton, Ia., was the next paper; Dr. M. H. 


Everett, of Lincoln, Neb., following with his paper entitled 
‘Report of Three Cases of Intestinal Surgery.” Dr. J. R. Scott, 
of Clay Center, Kan., not being present, his paper, “What Can 
the General Practitioner Do in Treating Diseases of Women,” 
was read by title, as was that of Dr. N. C. Morse, of Eldora, 


Ta., on “Traumatic Bursitis of the Knee-Joint.” 


Dr. A. K. Fleming, of Denver, read a paper on “Intra-Liga- 
mentous Cysts; “Report of Three Cases.” . This was followed | 
with a paper on “Appendicitis,” by Dr. C. B. Nichols, of Den- 


ver. A lively discussion ensued in which were engaged Drs. 


Niles, Freeman, Grant, Campbell, Powers, Cochems, Lord, Pres- 
ident Eastman, and Jolly. 


The executive committee then rondo the following report, 


through Dr. J. P. Lord: 


_ The executive committee unanimously recommends the fol- 
lowing as officers for the ensuing year: Dr. D. S. Fairchild, of 
Ciinton, Ia., for president; Dr. Charles Byron Nichols, of Den- 
ver, Colo., for first vice-president; Dr. H. D. Niles, of Salt Lake 
City, Utah, for second vice-president; Dr. George H. Simmons, 
of Lincoln, Neb., for secretary and treasurer. For members of 
the executive board: Dr. Lewis Schooler, of Des Moines, Ia., 
chairman; Dr. Herman E. Pearse, Kansas City, Mo.; Dr. C. K. 
Fleming, Denver, Colo.; Dr. A. F. Jonas, Omaha, Neb., and Dr. 
C. B. Campbell, of St. Joseph, Mo. 

Place of meeting, 1898, Omaha, Neb. Local committee of. 
arrangements, Dr. J. P. Lord, with power to appoint his asso- 
ciates. | 

By unanimous vote the WESTERN MEDICAL REVIEW, pub- 
lished at Lincoln, Neb., is recommended as the official organ 
of the associa‘ion. The conditions are that the journal publish 
all the transactions, papers and discussions of the association, 


and that it furnish 100 reprints in pamphlet form for the sum 
of $50. 


The executive board further reports that it has examined the © 


bcok and accounts of the secretary and treasurer and find them 
correct. 

The report of the executive board was adopted. — 

Dr. Joseph Eastman, the retiring president, then introduced 
Dr, Fairchild as the president of the association in a few well 
chosen words. 
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After complimentary remarks by Dr. Herman E. Pearse, the 
retiring secretary, and by Dr. Eastman, the retiring — 
the association adjourned at 5 Pp. m. 

The following joined the association at this meeting: Wins- 
low Anderson, San Francisco, Cal.; Jno. Boice, Denver, Colo.; 
S. C. Baldwin, Salt Lake City, Utah; F. N. Cochems, Salida, 
Colo.; W. B. Craig, Denver, Colo.; Chas. K. Cole, Helena, 
Mont.; oary W. Coe, Portland, Ore.; W. L. Downing, Moulton, 
Ia.; M. H. Everett, Lincoln, Neb. ; Carroll D. Evans, Columbus, 
Neb.; John Elsner, Denver, Colo.; C. K. Fleming, Denver, 
Colo.; Leonard Freeman, Denver, Colo.: F. L. Frink, Newman 
Grove, Neb.; W. F. Gooden, Aurora, Neb.; H. P. Hamilton, 
Omaha, Neb.; W. O. Henry, Omaha, Neb.; E. P. Hershey, Den- 
ver, Colo.; Arnold Jolly, Hamburg, Ia.; W. D. Jones, Rising 
City, Neb.; William Jepson, Sioux City, Ia.; W. A. Jaynes, 
Denver, Colo.; Van Buren Knott, Sioux City, Ia.; J. P. Kaster, 
Topeka, Kan.; L. E. Lemen, Denver, Colo.; Jas. A. Lane, Leav- 
enworth, Kan.; N. E. Morse, Eldora, Ia.; Archibald Mac- 
Laren, St. Paul, Minn.; Chas. Byron Nichols, Denver, Colo.; 
H. D. Niles, Salt Lake City, Utah; W. D. Otis, Fort Morgan, 
Colo.; Chas. A. Powers, Denver, Colo.;-Clayton Parkhill, Den- 
ver, Colo.; Edmund J. A. Rogers, Denver, Colo.; T. Rosebrough, 
Hooper, Colo.; Geo. H. Simmons, Lincoln, Neb.; J. P. Stewart, 7 
Clay Center, Kan.; H. G. Wetherill, Denver, Colo. 


THE 


Owing to the fact that many of the members were com- 
- pelled to leave on the ten o’clock train, the time of the ban- 

quet, which had been set for nine o’clock, was changed to 
seven. It is not necessary to say that it was a success. 
Banquets in Denver are always a success, but this one was 
decidedly so. There was only one drawback to it, one cloud, 
and that only affected a few of us, that was that the ten 
o’clock trains left too early. We who had to leave the in- 
tellectual feast—the gastronomic part was finished, that is 
the solid part—did so with the feeling that it was good to 
be there,, and it would be good to stay there a little longer. 
Dr. W. W. Grant acted as toastmaster, and he did well. 
Among those who responded, or tried to, were Dr. Fairchild, 
the new president; Dr. Eastman, the retiring president; Rev. 
Myron Reed, Denver; John C. Montgomery, of Denver; Drs. 
Duggan, Craig, Wetherill, Rivers, and Levy, of Denver; Dr. 
Niles, Salt Lake; Dr. Campbell, St. Joseph; and Dr. Lord, of 
Omaha. 
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DIAGNOSIS IN ABDOMINAL DISORDERS. 
_ By JOSEPH EASTMAN, M.D., LL. D., 


INDIANAPOLIS, IND. 


“he science of diagnosis,” declared Lewis, the 
illustrious secretary of the French Academy of Sur- 
gery, “holds the highest rank among the different 


branches of the healing art. It is at once the most 
useful and the most difficult.” Whatever application 
_ his felicitous expression may have in the practice of 


general medicine and surgery, it has its full measure 


of significance Wren to intra- abdominal dis- 


orders. 
At the outset I ask to be pardoned for presenting 


to this scholarly body a theme, the matter of which is 


as familiar to many of you as to myself. My excuse is 
that I desire to awaken an increased interest in an art 
which threatens to become a lost one, so great is our | 
inclination to do exploratory abdominal section. If a 
tithe of the effort which the surgical aspirant uses to 
secure operative cases and perfect surgical technic 


could be directed toward diagnosis, surgery would 


soon have a stronger hold on the confidence of each 
and every community, and ‘suffering humanity would 
be largely the gainer. | ) 
Importance.—“When we state that the abdomen has 
repeatedly been opened with a view to performing 
ovariotomy, when not only no ovarian tumor, but no 
other tumor, was present; that the pregnant uterus, 
at nearly full term, has been tapped with a trocar with 
the intention of drawing off ovarian fluid, and even 
been opened after abdominal incision before the mis- 
take was discovered; that the chastity of virgins has 
been impugned by the assertion of the medical attend- 
ant that pregnancy existed; that numerous and fre- 
quent mistakes are made in attempting to decide upon 


(16) 
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the character of abdominal tumors; we have said. 
sufficient to show that the question of diagnosis in 
these cases is often one of serious difficulty and 


anxiety to the practitioner. The diagnosis not infre-— 


quently involves decision between life and death. If 
we leave a patient to die unrelieved because of our 
inability to determine the character of the tumor, and 
subsequently discover that an operation might have 
been performed with success, or if we attempt to oper- 


ate upon a patient, exposing her to all the risks of a 


formidable operation when no tumor exists, or per- 
haps one unfitted for operative interference, we incur 
grave responsibility. 

After twelve years’ experience, ceatiied: absolutely 
to pelvis and abdomen, I recall many instances—for 
example, in appendicitis—where the practitioner has 


relied upon medical treatment when indications for 
operative procedure were pronounced from the second | 


day; other cases where operation has been declared 
unnecessary, no indications whatever existing; pa- 


tients with intestinal obstruction, treated with drastic 
cathartics until in articulo mortis, when the symptoms © 


of obstruction were as well defined as in strangulated 
hernia. In other cases strangulated hernia has been 
reduced by taxis, stercoraceous vomiting and obstruc- 
tion remaining. 

One might infer, in view of the great advantages 
which the practitioner of to-day enjoys,—gleaning 


from his medical journals the mature thought of ex- 
perts in abdominal surgery, and the frequent pilgrim- 


age of the surgical aspirant to the post-graduate 
school,—that errors in diagnosis would be rare; but 


our most accomplished abdominal surgeons err in — 


diagnosis, and this would rebuke our pride and 
quicken our charity for those of equal talent, but less 
experience. 

The rules laid down in our text-books for differ- 
ential diagnosis between the differing varieties of ab- 
dominal tumors are either so well understood or 
accessible to those desiring to master them that I 
shall refer only to cases in which exceptions to these 


- * Edis, Diseases of Women, 
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rules are much in evidence. Where I have observed 


- errors in diagnosis it has rarely been for the want of 


knowledge, but for the want of methods, energy, per- 


-sistence, and wisdom to apply knowledge. The pro- 
cedure has been without method. The abdominal 


surgeon must be both born and made; he must have 
by birth and cultivation acute perceptive faculties and 


strong powers of observation, otherwise how shall he — 
systematically accumulate subjective symptoms, ar- 
range them in proper sequence and deduce, and then 
secure the objective signs, arrange them in their 
_ proper order, and think broadly in his interpretation 


of their significance. A good rule suggested by Mr. 
Tait is to make a mental list of the different patho- 


logic and physiologic conditions which might possibly 
exist; then reason per exclusionem, and arrive ulti- 


mately at the conclusion that, a given form of neo- 
plasm or pathologic condition is present for the reason 
that it could not be anything else. 

_ The fact being conceded that abdominal surgery has 
had its largest development from operations on 
women, our mental list of intra-abdominal conditions 
which are to be excluded should be headed by preg- 
nancy. The laity are prone to criticise the general 


practitioner if he hesitates to say whether his patient 


has an abdominal tumor or is pregnant. Even some 
practitioners ridicule their more accomplished brother 
because he hesitates in deciding between pregnancy 
and tumor. 
Reports of genuine cases speak more e forcibly than 
theorizing words; the former speak the yy 
“language rife with rugged maxims hewn from life.” 


Case I.—Mrs. C., referred by Dr. Blount, of Wa- 
bash; had enormously enlarged abdomen, which had 
existed so long that the cessation of her flow might 
have been attributed to the general debilitated and 
anemic condition. The doctor, a most accomplished 


practitioner, determined to exclude pregnancy, but 


found a softened portio with pronounced pulsations in 
its circular artery; softened mamme and wine-colored 
vagina. No emergency existing, he gave the patient 
more time, and thought the ESE case was clear 
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after he had delivered the patient of a living child. 
Not so, however, for the abdomen was nearly as large 
as before. During her convalescence it seemed neces- 

sary to relieve pressure PS tapping. A specimen of 
_ the fluid sent to me gave evidence of ovarian cyst, 
which cyst was removed; an uneventful recovery of 
the patient following. 
II.—Mrs. Christie, care of Dr. Osborne, of New 
Winchester, able practitioner, who refused to take 
‘sides with the gossiping laity which declared that the 
“woman had either a tumor or was pregnant. Time 
solved the problem. She was delivered of a living 
child; was admitted to my institution, and relieved 
of her tumor, a cyst which, together with its contents, | 
weighed twenty pounds. A good recovery. 

Case III, which was to me a puzzle bewitched.— 
Mrs. F., of Terre Haute, was first seen in consultation 
by Dr. Thos. Eastman, who found decided abdominal 
enlargement. Flow had been absent, but appeared 
with hemorrhage. Evidence of septicemia was also 
present. After a few months treatment for the septic 
condition, abdominal enlargement was reduced from © 
the size of a human head to the size of one’s fist; 
patient regaining comparative health for eight months,. 
when her former symptoms reappeared, except the 
uterine hemorrhage, tumor filling up the abdomen as _ 
high as the umbilicus. Abdominal section disclosed 
fibroid tumor, involving nearly the entire fundus, 
especially the anterior wall of the uterus, and preg- 
nancy at least two and one-half months advanced. 
An uneventful recovery followed. a, 

Cask 1V.—Mrs.. L., age 45; married seven years. 
Marked abdominal énlaracshent: reaching as high as 
the umbilicus. The gradual cessation of her flow, 
together with her advanced age, suggested that she 
had reached the menopause. The irregular contour 
of the enlarged abdomen, positive evidence of ascitic 
fluid, and the presence of acute pelvic peritonitis, to- 
gether with rapid emaciation, ennervation, and 
marked anemia, were suggestive of malignant disease. 
Case III was to me at this moment a sort of a guiding 
star, and the rule that we should always be on the 
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lookout for pregnancy induced me to make a thorough 


examination, and far behind and to one side of in-— 
flamed exudate which crowded down the anterior 


vaginal wall I found a softened cervix. The anterior 


surface of the pelvic and abdominal mass was so dense 


that during the two months in which I had her under 
observation prior to the operation neither expert ob- 
stetricians called in consultation nor I myself could 


detect fetal heart sounds. For the first five weeks 
_ under my care the local peritonitis gave way and she 


improved, only to decline again as she reached a time 


six and one-half months after her flow had ceased. 
The abdomen was enormously distended, lifting up 


the costal and ensiform cartilages. The patient was 
aware of my belief that she was pregnant, and both 


she and her husband were emphatic in their demands - 


that the child be saved alive. The sudden change in 
her condition was to me evidence that the child had — 


- been dead three days at the time of the operation, 
~ which was made October 26, 1897. Patient made an 
uneventful recovery. After her return home she sent 

her husband to procure the dead fetus and bury it in 


the family burying-ground; hence the specimen which 


I here present is minus that interesting feature (fetus). 


One of the most interesting features disclosed by 


opening the abdomen in this case was that during the 


attack of pelvic peritonitis several coils of ileum be- 
came firmly adherent to the large fibroid masses shown 
in the specimen, which at that time occupied Douglas’ 
cul-de-sac. With the rapid development of the fibro- 
mata (which always takes place when a fibroid uterus 


— becomes impregnated), and with the enormous devel- 


opment of the uterus necessary to its containing the 
fetus, together with an extraordinary amount of am- 


niotic fluid, these coils of intestines were carried up 


to a position in front of the stomach and behind the 
ensiform cartilage, resulting in a tension upon these 
coils of bowel and their mesentery which ultimately 
produced dyspnea and impaired her circulation until 
the radial pulse “swung the red lantern in our faces, 
signaling a wreck ahead.” Thesé ¢ases emphasize the 
thought that in our process of reasoning by exclusion 
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a we must occasionally accept the possibility that the 
ee physiologic condition pregnancy often complicates a 
| | pathologic one. 
a These four cases call to mind an old adage that 
a “surgical cases always come in pairs.” When Case 
Me III was convalescent we believed it would be a long 
q | time before we would find the mate to it, but in our 
a aa -- Jarge amount of work it was only a few weeks in com- 
ad ing. 
The differential diagnosis between ovarian cystoma 
and uterine fibroma is not always so easy as some 
text-books would have us believe. In the last four 
months I found an abdomen which contained a mul- 
tilocular tumor distended as high as the umbilicus. 
Lying in front was a cyst containing dense gelatinous 
-* semi-solid substance, with no apparent fluctuation. 
Several other cysts so completely surrounded the 
uterus that by vaginal examination the uterus was 
inseparable from the mass, and the entire tumor was 
so completely molded into the pelvis that one of the 
best surgeons in the west advised against operating 
so long that decomposition of the cyst in the region 
of the ureter made the ultimate recovery of the patient 
after the operation impossible. In such cases it mat- | 
ters very little what we call the tumors, they will not 
come by calling; they must be gone after. And since 
it is the gospel to women that fibroids can be removed 
with the same low rate of mortality as that which fol- 
he lows removal of ovarian cysts and where the tumor. is" 
Et interfering with the health or happiness of the patient, 
Ei a differential diagnosis before operating is useless. 
| | —— In such cases the language of Mr. Tait is in point, 
| “absolute accuracy of diagnosis is far from being pos- 
— sible; only the ignorant assert that it is, and only 
fools wait for it.” 
| That thorough anatomist, born surgeon, and ac- 
7 complished teacher, the lamented Prof. Chas. T. 
Parkes, of Chicago, in his posthumous book, published 
| by his widow, divides the abdominal cavity into two 
¢ general divisions by means of a transverse line drawn 
through the umbilicus, and this bisected by the median 
@ line gives four compartments. This transverse line 
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is an arbitrary separation between those tumors 
which grow from below upwards and those which 
grow from above downwards. ‘Below this line,” says 
Parkes, “the majority of tumors are not serious ir 
character; examination affords more accurate deduc- 
tions; the tumors are amenable to common treatment. 
Mortality is not high primarily and surgical interfer- 
ence gives permanent relief. -The exceptions to this 
rule are cases of malignant tumors of the uterus and ~ 
ovaries. Above this line abdominal tumors, as a rule, 
are serious in character; deductions drawn from facts 
observed in examinations are less accurate; operative 
procedure is accompanied by higher mortality and re- 
sults obtained are apt not to be permanent. (Excep- 


tions of this statement are to be found in tumors of the 
_ gall-bladder, cysts of the pancreas, and some abscesses 
and cysts of the liver.) Comparison being the key to ~ 


all definite knowledge, one must be thoroughly famil- 
iar with the normal anatomy of the abdominal organs 
and the relation they bear to one another. The 
normal shape of ‘the organ and the manner of its at- 
tachment determine in some degree the character of 
the development and the direction of the growth. We 
have, moreover, a standard with which to compare the: 
pathologic conditions, their size, density, shape, and 
location, following the rules of physical diagnosis, 
namely, inspection, palpation, osculation, and percus- 
sion. Where tumors grow from above downwards we 
can, by inspection above the transverse line, note that 
the tumor is affected by the movements of the ab- 
domen, unless the growth is post-peritoneal or its at- 
tachments are very firm. Enlargement of the liver or 
spleen can generally be made out by dipping the hand 
under the abrupt inner margin of these viscera. I 
have noted, however, exceptions to these rules. In a 
case from which I removed an ovarian abscess I sub- 
sequently found the spleen hanging over the promon- 
tory of the sacrum. Four years later, when I removed 
this spleen, I found that it had been resting upon the 
floor of the pelvis, adherent; and had I not recognized 
it as the spleen in a former examination, would have 
made my incision below the umbilicus, instead of 
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above. This operation was necessitated because of a_ 


dragging sensation in the left side. She was able to 


return home in two weeks after the splenectomy. She 


came to Denver for tuberculosis, dying six months 


later. 


Differential diagnosis between a prolapsed ‘ana 
floating kidney and distended gall-bladder are, as a rule, 


easy of accomplishment; the displaced kidney sway- © 


ing from side to side, but easily reverting to a position 
under the liver; the gall-bladder pointing in the direc- 


tion of the umbilicus, swaying from side to side, but 


not allowing itself to be replaced under the liver. In 


twenty-four operations for distended gall-bladder, and 
many operations upon the kidney, I have found some 


marked exceptions to this rule. I recall a case which 
I reported some years ago in the Journal of the Amer. 
ican Medical Association, in which an irregular tumor 
in the region of the gall-bladder as large as a human 
head, and extreme jaundice condition of the patient. 
induced me to conclude that nearly all of the evidence 


pointed to scirrhosis of the liver. I left, however, a - 
loop-hole that exploratory incision alone could com- 
_ plete the diagnosis. Abdominal section disclosed an 


enormous fibro-cystic kidney, containing a quart or 
more of pus and urine, which had so compressed the 
yall-bladder and liver as to cause the absorption of the 


coloring matter of the bile and the extreme jaundice. 
Patient lived five years. 


In the case of Mrs. M.., a very fleshy woman, I could 
detect no enlargement in the immediate region of the 
gall-bladder, but by palpation and percussion found | 


decided tumefaction in the region of the right kidney. 


Examination of the urine disclosed some albumin and 
mucoid substance, which, together with the discolora- 


tion of the skin, hectic fever, and chills, led me to be- 


lieve that I had to deal with a pyonephrosis. Con- 


sultation with a genito-urinary surgeon confirmed this 
diagnosis. The usual lumbar incision was made, 
sweeping the finger over the tumor, with a view of go- 
ing beneath, it burst and poured out coagulated gall 
and pus in large quantities, which, by its pressure, had 
produced gangrene of the major portion of the gall- 


Se 
| = 
| 
4 
4 
t +i} 
i 
4 
it} 
| 
ys 14 
4 
| 
4 
Be 
| 
| 
a 
x 
tii 
| 
| 
Pie 
| 
i 
4 
| 
| 
bad 
| 
ty 
Fy > 
Bie 
SEB | 
| 
aa 
5 . 
| 
| 
RE 
43 
| 
4 
iJ 
my 
> 
a 
7 
A 
if} 
4 i 
+ 
5 
| 
| 
| | 
4 
‘a 
} 
44 
{ 
4 
} 
; 4 
4 
; 


SEVENTH ANNUAL MEETING. 25 


bladder. A gall-stone was found in the mouth of the 
cystic duct. Having noted in many instances extreme 
enlargement of the liver accompanying obstruction of 
the gall-ducts, I passed my fingers into the peritoneal 
cavity, after removing the fragments of necrotic gall- 
cyst, and found the left lobe enlarged to at least five 
times: its normal size. The dimensions of the right © 
lobe were not materially increased. In this case 
there was no absorption of biliary coloring matter 
and no jaundice. The abnormal condition of the 
urine was due, doubtless, to pressure upon the right 
kidney. 

_ The disorders of the abdomen are so many, their 
pathology so intricate, their diagnosis so important, 
that years might be profitably taken for their study. 
J hasten, therefore, to those pathologic conditions, the 
- diagnosis of which have interested me most in recent 
years. Four years ago a patient came to me suffering 
with an enormous ventral hernia. Twelve years 
_ previous Professor Parvin and myself had relieved — 
her of an ovarian cyst by incision from the umbilicus 
to the pubis. While operating for this hernia my at- 
tention was called to the extreme stretching of the 
mesentery of both the small and large intestines. In 
fact, the hernia extended half way to the patient’s 
knees when she stood upon her feet. The hernial 


opening being closed, the abdominal wall above the 


umbilicus projected forwards as large as an ordinary 
water-bucket. A little later I saw another case, in 
consultation, where, protruding through a ventral 
hernia, following an abdominal section, the stretched: 
mesentery admitted the formation of a mass of in- 
testines reaching: more than half way to the patient’s 
knees. Since my observation in these cases I have 
- noticed when working in the abdomen some very re- | 
markable displacements due to the stretching of the 
mesentery. For example, within the past few weeks 
_ I demonstrated to my assistants the perfect ease with 
which the descending colon and sigmoid flexure could 
be placed over in the right iliac fossa with a finger’s 
length of mesocolon to spare; and one week ago to- 
day, while operating in Northern Indiana, I found the 
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descending colon reaching across over an’ immense 
tubal abscess into the right iliac fossa, firmly anchored 


near the right end of the right ligament of Poupart, 
then dipping deeply down into the pelvis, where it 
terminated in the rectum. I have a number of times 


found the cecum anchored by its vermiform appendix 


in the left iliac fossa, where I had first supposed it to. 
be the descending colon, until investigation proved to 
the contrary. | 


These cases of elongated mesentery have been ex- 


tremely interesting to me, for the reason that they 


have been, in several instances, an impediment to diag- 
nosis in intra-abdominal conditions. I hope in the 
discussion some gentleman will either conform or dis- 


prove my idea, that fecal impaction in cecum and sig- 


moid may stand in a causative relation to elongation 
of the mesocolon. I am quite sure that these elonga-— 
tions of the mesentery have stood in a causative rela- 
tion to cases of intestinal obstruction, enabling intes- 


tines to float about and become entangled in false 


ligaments (the result of peritoneal adhesions), fallo- 
pian tubes, vermiform appendix, etc. In one case of 


volvulus upon which I operated, the mesentery of the 


descending colon was surely ada longer than 
normal. 

There is no one thing so calculated: ti contribute to 
«. lower mortality in operations for intestinal obstruc- 
tion, strangulated hernia, and appendicitis as an early, 
carefully made, and correct diagnosis. Appendicitis 
often produces intestinal obstruction by way of its 
sequential peritonitis. I have often wondered, when 
called to cases of acute obstruction, why the prac- 
titioner did not bring to bear in the case his knowledge 


obtained in cases of strangulated hernia, the symp- 


toms of which are almost identical with those of ob- 
struction. Such cases are seized more or less suddenly 
with severe abdominal pain. This pain may be con- 
stant. or more or less distinctly intermittent; the 
longer the pain lasts the more does it become constant 
and continuous. The patient has vomited; the sub- 


stance may be stercoraceous, in which case it must 


come from the large intestines, as the contents of the 
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small intestines is fluid or semi-solid in the lower 
ileum. There is more or less absolute constipation, 
with some distension of the abdomen. The general 
condition may vary from slight oppression to profound 
shock. Symptoms such as these, says Mr. Treeves, 
may depend upon the following different forms of 
acute obstruction: (a) strangulation by bands or 
through apertures; (b) volvulus of the colon; (c) acute 
intussusception; (d) some form of obstruction by for- 
eign substance. A good example is the case from 
which I removed this enterolith from the ileum a 
yard, at least, from the ileocecal valve. From this: 
case I inferred that the prolonged irritation of the 
stone resulted in paralysis of the nerve supply to the 
bowel, closing its lumen by shrinkage on the foreign 
body. I can in no other way account for acute ob- 
struction in the ileum by a foreign body which must — 
have been months, or even years, in forming. I can 


only refer to the general significance of the leading 


symptoms of acute obstruction. | 


_ Shock.—The degrees of shock observed in acute ob- 
a struction do not so much depend upon the occlusion of — 
the bowel as upon the injury inflicted upon the peri- 
toneum and intestinal walls by the strangulated 
agent. The shock in these cases is identical with that 
which attends other injuries to the abdomen, such as 
perforation in typhoid fever or gunshot wounds, and 
the degree of shock will depend upon the amount of 
peritoneum or intestine involved in the lesion. If we 
have active peritonitis it will, as a rule, be marked by | 
elevation of temperature and a pulse unmistakable. 
It is stated that this symptom is most marked in the 
very young or the very old; profound cases have been 
observed by competent surgeons in adults in middle 
life. Individual peculiarities exert their influence; 
the stamina, as the great Flint used to call it (power 
of resistance), varies materially in different individ- 
nals. Strangulation of the small bowels is attended 
with much greater shock because of their direct asso- 
ciation with the nerves of the great sympathetic vang- 
lia of the abdomen. 

Pain.—This symptom is often misunderstood ; the 
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word “colic”. sometimes answers as a soporific to the 
anxiety of the patient and friends, and too often as a 
cloak to cover the ignorance of the attending physi- 
cian. The colic-like pains are due to the irregular and 
peristaltic wave excited in the intestine. The peri- 
staltic wave is arrested at the seat of obstruction. The 
peristaltic wave passing down the walls of the intes- 
tine is hurled against the obstruction, returning up 
the center like a piston sent down a cylinder which 
has-an opening in its center through which air and 
fluids return above obstruction; fluids accumulate, 
peristaltic wave is toward the pylorus, and vomiting i 
occurs. 
Character of the Pain.—In cases the 


tion is complete the pain is constant; in cases where | 


the obstruction is but partial the pain is distinctly in- 
termittent. In the interval the patient may be free 
from suffering. The lengthening of the interval of 
ease would suggest the partial release of obstruction; 


the shortening of the interval between the pains would | 
indicate that the obstruction was becoming complete. 


In the earlier stage of obstruction pressure of the 
hands may not be attended with increase of pain, or 
even with tenderness; pain may be relieved by pres- 


gure. Tenderness or increase of pain by pressure is 


indicative of hyperemia of the peritoneum or begin- 
ning peritonitis. Diminution in the severity of the 
pain, accompanied by other symptoms of a fatal ter- 
mination, has no favorable significance. | | 

Situation of Pain.—The small intestines are abun- 
dantly supplied by, and intimately associated with, the 


_ great sympathetic ganglia; these fickle-minded sym- 


pathetic nerves have no geographical sense, hence a 
pain coming from an obstruction in any part of the 
small intestine is expressed in the solar plexus of the 
sympathetic or superior mesentery ganglia. This 
holds true with other intra-abdominal conditions. In 
a large per cent. of cases of appendicitis a careful re- 
view of the history of the pain will show that it was 
first expressed above the umbilicus, in the region of 
the superior mesentery ganglia. | 

As time will not permit reference to symptoms per- 
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taining to the different varieties of intestinal obstruc- 
tion, I can do no better than to emphasize the advan- 
tages of early and correct diagnosis of inflammatory 
conditions in the right iliac fossa. The question — 
whether the larger number of cases of. appendicitis, © 
with resulting perityphlitic abscess, recover under 
medical or surgical treatment can never be answered 
with justice to the abdominal surgeon until he, as 
well as the physician, shall be permitted to bring to 
bear, during the first three days, his knowledge of 
diagnosis and prognosis. It is not only the adapta- 
tion of the right remedy to the disease, but to the par- 
ticular stage of the disease that determines success or — 
failure. In many rapidly progressive diseases, like 


- appendicitis, which may ultimately require surgical 


interference, the abdominal surgeon should share the 
‘responsibility from the onset. That there are cases 
- which should be intrusted to medical treatment from 
the beginning I affirm; that the practicing physician 
is as capable as the experienced abdominal surgeon to 
select such cases, I most emphatically deny. At all 
events, the two should share the responsibility from 
the beginning and decide upon the following of either 
medical or surgical lines, and confer together during 
the progress of the case as to the most favorable mo- 
ment for operative interference and stop that murder- 
ous compromise, surgery when medicine fails. 
intestinal obstruction, strangulated hernia, 

appendicitis this fatal compromise, surgery when 
- medicine fails, should be avoided. “Surgery should 
be as the hand-maid of medicine, not supplanting her 
mistress, nor yet usurping her rights, but rather as- 
sisting her to maintain them.” How often is the ex- 
pert in pelvic and abdominal surgery called to see 
cases of intestinal obstruction, the diagnosis of which 
was as clear and easy as that of strangulated hernia, 
where the physician had used all manner of drastic 
cathartics, until the circulation and general condition 
of the patient drove him in despair to ask for surgica! 
aid. In the language of the lamented Lusk, “the re- 
sources of surgery are rarely successful when prac- 
ticed on the dying.” I recall an instance of strangu- 
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lated hernia where the physician had given cathartics 
for three days and then was asked by the wife of the 
patient if it were possible that this old hernia had be- 


come strangulated. He found and reduced, as he be- 
lieved, a hernia, vomiting still continuing. Five days 


later a consultant was called; he not daring to take 


the responsibility of so serious a case, telegraphed; I 
responded to his call, opened the abdomen, only to 
find a hook of bowel, gangrenous, and still tightly 
constricted by a portion of the greater omentum. I 
refer to this case, not to cast reflection upon the physi- 


cian, but because I have seen so many similar, and for 


our instruction, and to take the opportunity to say 
that no incarcerated or strangulated hernia should 
ever be reduced by taxis; and that the teaching in 
works on surgical anatomy and in the surgical text- 


books as to cutting with a button-pointed knife so as 


to nick the band of constriction should all be rewrit- 


ten; that in most of these cases the abdominal surgeon 


should make an incision free enough at the time of 


the incarceration or strangulation to diagnose the 


condition of the intestine we put back into the abdo- 
men, the greater omentum as well; this being not in- | 
frequently associated in the hernial protrusion. The 
omentum, by twisting or adhesion, may maintain its 
constriction of a loop of bowel after the same has been 
put back in the abdomen. The old teaching with re- 
gard to taxis and cutting with a button knife is a relic 
of the time when the peritoneal cavity was the noli- 
me-tangere, and is repulsive to the mind of men who 


have hundreds of times made and closed much larger 


abdominal wounds than it would require to make sure 
of the condition of the hernial viscera, to return these 
to the abdomen, and to cure the hernia by Halstead’s 
or some other radical operation. 

Exploratory Abdominal Section—When we open the 
abdominal cavity for some well-defined tumor or 
pathologic condition it is very different from engaging 
in something the beginning and ending of which can- 
not be known. Any one can slash open the peritoneal 


cavity, but a master in his art will give the patient. 


many more chances of life than the amateur, because 
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his knowledge of anatomical structures and physio- 
logical functions, added to pathological conditions and 
his experience, will enable him to give’the patient the - 
benefit of every thing known to the surgery of the ab- 
domen, and nine times out of ten what we put into the 
abdomen contributes more to our death roll than what 
we take out; and four times out of five it is the dirty 
hands put into the abdomen which does the mischief. 
The great objection to any chemical sterilization of 
the hands and field of operation lies in the probable 
~ neglect of that greater virtue which lies in soft water, 
soft soap, and softened elbow grease by much tritura- 

tion of microbes. Cleaning nails, five minutes’ scrub- © 
bing; cleaning nails again, five minutes’ more scrub-— 
bing; then a teaspoonful of powdered chloride of lime, 
until the heat of the lime begins to lessen; then sal 
soda until the hands are cooled; then immersing in 
alcohol. I have lost faith in the permanganate and 
oxalic acid. It leaves an acid on the hands last, the 
lime and soda an alkali last, and the hands that are in 
the abdomen every day and several times a day will 


tolerate the lime and soda, whereas the potash and 


oxalic acid have proven, in my work, very hard upon 
the skin; and further, bacteriological investigation 
by able eastern surgeons, as well as in our own labora- 
tory, have shown.a decided preference for the free — 
chlorine produced by the lime and soda. All instru- 
ments and dressings can be boiled. Trendelenburg 
position can be improved by tipping up an ordinary 
-gslat-backed chair upon the table. This position is of 
much advantage, by enabling us to throw light to the 
very bottom of the pelvis, when the patient is tipped 
up before the small window of the farm-house or vil- 
lage cottage. Let the operator reflect, “what am I 
gsoing after? where do I expect to find it? how shall I. 
deal with it after I do find it? and what are the pa- 
tient’s chances of life after ’ve done my best?” After 
making the incision, there should be some system in 
the procedure. First hunt for the greater omentum, 
drawing it gently up toward the wound to see if per- 
chance a coil of bowel has not slipped through a rent 
in this frail fabric, or if it has not slipped over into 
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one corner of the pelvis and produced constriction by 
an adhesion or by being tangled with fallopian tube or 
-vermiform appendix. Next, the vermiform appendix 
should be sought for by. lifting-up the cecum. In 
women, of course, the fallopian tubes should be inter- 
rogated. To do this the whereabouts of the uterus 
should first be determined. Great care should be taken 
in cases of large tumors lest the bladder has become 
adherent, and I have repeatedly found coils of intes- 
tines adherent between abdominal wall and tumor, so 
exceedingly careful manipulation during the first steps 
of our investigation may help us out materially. Trac- 
ing the bowels from their beginning to their ending is 
bad practice, conducive to shock, and will not teach 
us as much as going definitely down with fingers into 
those localities where pathologic conditions are most 
likely to be found. In short, in every business, suc- 
cess is only attainable by minute attention to details. 
Careful, conscientious attention and skilfully doing 

the thousand and one little things make the sum total 
_ of success in pelvic abdominal surgery. He succeeds | 
most whose diagnostic acumen is best. 


DISCUSSION. 


Dr. CAMPBELL, St. Joseph: I think the president’s address a 
very able one, and this society can well profit by it. I for 
- one am giad to see some of the old wheel-horses acknowledge 
their inability to diagnose all of these abdominal conditions. 
The president merely spoke of exploratory incisions, and then 
left the subject for us to surmise, I suppose, what he meant by 
touching upon it. I do not think that the surgeon of to-day 
who advocates an exploratory incision wishes to relegate ab- 
dominal diagnosis; but, taking the trend of the doctor’s paper, 
that even the best men are not always able to make a diagnosis, 
then surely when this is the case there is a place for an explor- 
-atory incision. I believe that exploratory incisions should be 
made only when it is impossible to diagnose with any degree 
of certainty the actual state of affairs within the abdomen. 
Dr. SCHOOLER, Des Moines: There are many things ikat are 
impossible to diagnose in abdominal diseases, as well as in 
other diseases. The difficulty comes not so much from the lack 
of knowledge of the abdominal condition as where the patho- 
logical condition has obliterated the anatomy. There are many 
cases in which there is practically no anatomy to guide the 
surgeon in his efforts at a diagnosis. An elongated mesen‘ery 
allowing some of the organs that have their proper place in the 
superior portion of the abdominal cavity to drop into the pel- 
vic portion is exceedingly confusing, and it is only by means 
of palpation, by the sensation of touch and by the educated 
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finger that we are enabled to make out a diagnosis. The 
abdomen is a closed cavity, and with all the instruments of 
precision and methods of refinement that we talk of in papers 
before medical societies and medical journals, when we come to 
the actual practice in regard to these cases the matter stands 
quite differently. Too many of these diagnoses are made after 
the abdomen is opened. I am aware that the surgeon will 
sometimes, unconsciously perhaps, conclude and even deceive 
himseif, I think, that he made this diagnosis previous to the 
time of the exploratory incision. I have seen excellent oper- 
ators change their minds three or four times in a single case, 
even after the abdomen was opened, men about whose ability 
there could be no question, men who are opening the abdomen 
almost daily. It was because of the obliteration of the land- | 
marks, because there was no anatomy, the only anatomy pres- 
ent ke ng pathological. It differed in many resp:e's from any- 
thing that had been seen in similar cases. These are the diffi- 
culties that cannot be surmounted by the mere sense of touch, 
or palpation, or percussion. We have frequently made up our 
minds unconsciously that our diagnosis was correct when the 
opposite was true before the abdomen was opened. 

Dr. Davis, Omaha: I know we have all enjoyed this paper. 
There is just one point I wish to speak of in cases of displaced 
viscera, and that is to speak of a rule which I have keen follow- 
ing for some little time. When I am perplexed in regard to 
the organ involved, where I feel that there is considerable dis- 
placement of some of the viscera, I always make the stomach 
the starting point. In other words, I inflate the stomach and 
mark that out, find exactly where the stomach is located, and 
if I find that very much down it is a pretty good indication 
that the colon and other abdominal viscera are also very much 
displaced. This has helped me out in many cases where other- 
wise I think I should not have been able to have made a 
diagnosis. 

Dr. JoNAS: The doctor covers such a vast number of sub- | 
jects that it is impossible to discuss all of them. In order 
to say anything at all, it will be necessary to confine ourselves 
to one or two points in the paper which may have been of some 
special interest to us. The point which is of most interest 
to me is that part in which the doctor referred to the displace- 


ment of abdominal viscera, which brought to my mind an 
experience I had a few months ago with a case in which an 
enterolith had formed in tne intestinal tract somewhere and 
gradually passed down through, the intestinal tract somewhere 
and gradually passed down through the intestinal tract. It 
was in a young woman about 20 years of age, in which three _ 
enteroliths had formed and lodged in the lower portion of the 
rectum. The fecal contents of the bowel had been retarded 
or imperfectly evacuated, so that the colon became entirely 
filled and formed a tumor as large as a cocoanut. It extended 
almost across the abdomen. The colon was displaced down 
into the pelvis, so that upon the first examination it appeared 
very much like a pelvic tumor of some sort; but upon pressure 
it was found to be doughy, to be moveable; it was without 
- pain, and had existed for three or four months. A rectal ex- 
-amination disclosed three enteroliths about the size of large 
English walnuts, which obstructed that portion of the bowél, 
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These were very easily removed, and in the course of three or 
four days the bowel was gradually emptied. By massage the 
organs resumed their normal position. This displacement of © 
the bowel, which was due to a partial obstruction in the lower 
intestinal canal, is something which we meet with frequently. 
I have met with a number of instances in which the messentery 
was elongated, -with the transverse colon occupying a position 
in the lower abdomen. I recall ano‘her case of a tumor of the 
pylorus in a boy 11 or 12 years of age in which we diagnosed 
a pelvic tumor of indefinite origin. It was perfectly moveabie, 

- located in the right iliac fossa; it was hard, and upon exam- ~ 
ination it was discovered that ‘the stomach was enlarged and 
distended. Abdominal section disclosed a pyloric tumor. 
After its removal the stomach seemed to gradually reassume 
its normal position. Gastro and .enterop_osis is of not infre- 
quent occurrence and we should always keep in mind such 
possibilities in every case of intrapelvic disease that we have 
to examine. Aside from that I would only emphasize every | 
point to which the doctor referred. I think it is an exception- | 
ally able address, and one which we should frequently consult 
and study carefully, and try to inculcate the precepts which 
the doctor has laid down. 

Dr. EASTMAN: I have very little to say, except to thank the 
gentlemen for the kind consideration they have given the paper. 
I had hoped, however, that some gentleman would express his 
views as to whether reduction of s.rangulated hernia by taxis 
was to be abolished. The paper was brought here to provoke ~ 
discussion, and went over a number of points for that purpose. © 


ULCERATION OF THE STOMACH, 


By LEWIS SCHOOLER, M. D., 
DES MOINES, IOWA. 


The futility of medicinal measures in the treatment 
of ulceration of the stomach has been sufficient cause 
for the transference of this disease to the hands of the 
surgeon, and already there are indications of a willing: 
pess to accept the situation by nearly all surgeons. 
Some of the older and more conservative surgeons, 
particularly English surgeons, would not operate dur- 
ing the prevalance of an east wind. To-day we are 
far beyond that point, and there are many things 
occurring to indicate that nothing short of a genuine 
cyclone is sufficient to prevent the daring surgeon from 
invading, not only what has usually been considered 
the field of the medical practitioner, but every portion 
of the human economy. While this strong tendency 
of the pendulum toward the operative side of the dial 
may have tended toward nihilism in therapeutics and 
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a, distrust in the efficacy of drugs, I am satisfied that it 
will result in a proper application of each measure for — 
the relief of human suffering. + | 

A solution of continuity or molecular destruction of 
tissue in an organ entirely hidden from the eye and 
practically incapable of rest and sterilization must 
evidently prove more rebellious and less capable of 
repair than similar affections of external parts. 

Whether or not bacteria have any part primarily in 
the production of ulceration of this organ is a dis- 
_ puted question, but they ultimately have a considera- _ 
ble effect, notwithstanding the supposed destructive 
effect of the digestive ferments. The symptoms may 
be more or less vague until hemorrhage occurs, ren- 
dering the diagnosis uncertain, and, as the disease 
manifests a preference for young females, it is desira- 
ble that an absolute diagnosis be arrived at as often as — 
possible. Chemical tests are of some value, no doubt, 
but cannot be relied upon implicitly, but with those 
who place most confidence in the method there seems 
to be a tendency to forget the patient and overlook 
possible complications. The difference between simple 
and malignant cannot always be determined, neither 
can there be distinguished a difference between per- 
foration and malignancy. While the facts remain as 
they are there will occur many operations of an ex- 
ploratory character; and while it is always unfor- 
tunate that the deception can only be revealed at time 
of operation, the knowledge gained by such blunders 
will help immensely to eliminate the less valuable 
symptoms. 

.  Uleeration near the cardiac extremity may be com- 
pleated by a floating kidney or diseased spleen, as the 
following case well illustrates: Mrs. O., age 26, Swede, 


fairly nourished, had been suffering for two years with — 


severe and almost constant pain under margin of left 
costal cartilages, with marked tenderness on pressure. 
Had been treated by several excellent physicians for 
various complaints, without relief. After an examina- 
tion, I was inclined to the opinion that there was a 
floating left kidney,—a much rarer occurrence on this 
side than on the right. Operation was recommended 
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and accepted. She entered the hospital, and after — 
two or three days’ preparation I made an incision 
obliquely along the margin of the costal cartilages 
four or five inches in length, beginning at the left 
semilunaris. This gave me free access, not only to © 
the region of the kidney and spleen, but also to the 
cardiac extremity of the stomach. The spleen was 
normal; the kidney was displaced downward a few 
inches and loose, but did not appear to have latitude 
enough to account for the intense suffering, as its in- 
terference with the function of other organs was not © 
very extensive. It was, however, stitched back to its 

proper place and exploration for other causes begun, 
- which resulted in the discovery of extensive ulceration 
and thickening of the lower and cardiac extremity of 
the somach, covering an area two and one-half inches 
in diameter. To the touch the sensation was very 
firm, the color red or brawny. It was immediately 
evident to my mind that this was the real difficulty, 
but as I had not specially prepared myself for this 
difficulty, and yet not wanting to plead surprise and 
ask for time, as our legal brethren sometimes do, I 
determined to try friction, as we sometimes do in cases 
of ununited or delayed union of bone. I therefore 
doubled the diseased area upon itself and with thumb 
and finger rubbed them briskly for a minute or two 
in order to ascertain whether or not after such an 
exercise there would be danger of perforation, and if 
so, to resect at once. Examination not disclosing any 
such probable emergency, the organ was dropped back 
and the wound closed. There was no hemorrhage fol- 
lowing the friction; all food was withheld for four 
days, the patient being nourished by rectal enemata. 
The recovery was uninterrupted and complete; and at 
this date, two and a half years since the operation, 
she remains entirely well. Whether or not this pro- 
cedure is advisable in a certain class of-cases may be 
open to dispute, but to my mind it is a legitimate and 
useful procedure in all cases of simple ulcer where 
the veins and arteries are not seriously affected, the 
principle being the same as in the application of a 
stimulant to the surface of an indolent ulcer of the 
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leg or other parts of the body. The circulation in the 
vicinity will certainly be greatly improved by this 
procedure and a healthy action generated. 

There are two more affections that are purely sur- 
vical that occur in this locality and which are very 
hard to differentiate in their early stages: affections 
of the gall-bladder and organic disease of the stomach. 

Indigestion and pain accompany both, and frequently, 
- when a tumor or thickening of tissue occurs, it is im- 
possible to determine which organ is affected without 
opening the abdomen. This is certainly the experi- 
ence of every surgeon, and will continue to be until the 
affection is better understood. It has been so with all 
diseases of the internal organs, and even now, while | 
the greatest degree of perfection in diagnosis of pelvic 
disease is claimed, exploratory incisions are not so in- 
frequent as a student of medical literature alone 
would believe and conclude, but supplement this 
knowledge by attendance upon the clinics in the 
actual practice of our best surgeons and gynecologists 
and the conclusion will be greatly modified. 

- The simple fact that the operation is usually com- 
pleted and the woman relieved of her affection does 
not in the least alter the mistake in diagnosis. 
Neither does it injure the chances for complete re- 
covery of the patient, with permanent relief of all 
pelvic troubles; and all that we possess in the way of 
more accurate knowledge and improved methods of 
treatment should be credited to exploratory opera- 
tions. I am, therefore, an earnest advocate of ex- 
ploratory incisions for the purposes of diagnosis in 
affections of the stomach, liver, spleen, and gall-blad- 
der. This will enable us to make a diagnosis and — 
frequently permanently relieve patients in cases of 
malignant diseases of these organs,—and ulceration 
of the stomach or accumulation and impaction of 
gall-stones can be early dealt with, at an earlier stage, 
to the great relief of both surgeon and patient. If we 
open a few abdomens where nothing exists, or where 
the difficulty proves inoperable, as in affections of the 
liver, there is not sufficient danger incurred by so 
simple a procedure as to justify censure; on the con- 
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trary, it is a source of information if the case prove 
inoperable, as many malignant cases will. The 


patient is rendered none the worse for the operation, 


and, if relieved, the gain cannot be estimated. In the 
meantime the acquisition to our stock of knowledge is 
being obtained in precisely the same way that it has 


been in all other cases of internal diseases. 


Many instances might be cited in favor of the views 
contained in this article, but I feel sure that all of you. 


have had the same experience, and if there is a differ- 


ence of opinion, as there may be, it is not due to the 
experience, but to a different interpretation of the 
facts. This difference is not only allowable, but it is 
desirable, in order that correct conclusions may be — 


reached. That we regret our inability to make a diag- © 


nosis in any case without resorting to exploratory in- 
cision has no more to do with the scientific aspect of | 


‘the case than the regret of a patient who wishes to be 
relieved of a stone in the bladder without an opera- 


tion. It is our prediction that if we pursue the same 
course with regard to the diseases of the organs con- 
tained in the superior portion of the abdominal cavity 


that we have with those of the pelvis, that in time the - 
results will be equally brilliant, and the gain will be 


greater, at least to the extent that both sexes suffer 
from these affections. 


Time prevents any mention of. procedure. and 


technique, even if deemed desirable in a paper of this 


character, which is offered as an earnest plea for sur- 

gical intervention in diseases of the stomach and ad- 
jacent organs. | 

DISCUSSION. | 

Dr. J. E. SUMMERS, Jr., Omaha, Neb.: I haven’t anything to 


Say in regard to the paper except that I believe that the point 
taken by the doctor in reference to early explora‘ory measures 


In obscure lesions of the supericr abdominal area3 is wise. As 


to his method of treating ulcers cf the siomach by squeezing 
and manipulation, I don’t know that that is quite so well. I 
would dislike very much, myself, to manipulate one very se-. 
verely, and then close up the abdomen, trusting to what might 
happen afterwards. I would be more inclined to resort to 
radical measures and excise and trust to my sutures, than I 
would to a normal circulation and a safe one after such ma- 
nipulation. Still the individual operator in the individual 
case is a better judge of what he may do under any circum- 
stances; and it is, perhaps, not a just criticism to condemn 
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_ this procedure as carried out by the doctor. It is certainly ~ 
true that in surgery of the gall-tract and gall-bladder that 
operation should be done early, exploration should be made 
early, and doctors should become better acquainted with the — 
anatomy of this region. The pelvic anatomy should be better 
known. Really, I have been surprised at myself and others 
whom I have seen work, at the lack of real accurate knowledge > 
of the anatomy of this ‘part of the body, and I believe that a 
more accurate study, which can only be gained by experience, 
will be very vata along the line. which Dr. Schooler has 
indicated. 
DR. ScHooLerR: There is nothing to object to in the discus- ae 
sion, so that it will be considered closed, 


A CONTRIBUTION TO THE SURGERY OF THE 
SUPRARENAL CAPSULES.—A 
CASE. 
| By A. F. JONAS, M. D., | 
_ PROFESSOR OF SURGERY IN THE OMAHA MEDICAL COLLEGE, SURGEON 
TO OMAHA (M. E.) HOSPITAL AND DEACONESS HOME, AND DOUGLAS 
COUNTY HOSPITAL. 


The suprarenal capsule occupies a field that is still 
. obscured and in darkness, in spite of the efforts of 
many explorers. Our knowledge of their glands, their 
physiology and pathology, is a mass of contradictions 
_ that leaves us in utter uncertainty. Any new observa- 
tions should be accurately recorded, that order may be 
brought out of this confusion. J am sure that a few 
observed facts will not be out of place to-day. The fol- 
_lowing case presents some practical features that are 
instructive from a physiological, pathological, and a 
therapeutical standpoint. The case that shall serve 
our purpose to-day was referred to me by Dr. A. D. Nes- 
bit, of Tekamah, Neb., and to whom I am indebted for 
the history, which is as follows, viz.: 

Mrs. C. B., age 24, married, two children living, age 
of the youngest child 22 months; two miscarriages. 
About August 10, 1897, her attention was attracted to 
a sharp pain in the right side, below the costal arch 
and in the line of the nipple, extending downwards 
towards the pelvis. Previous to feeling this pain she 
had experienced great languor, was easily fatigued on 
exertion. She was naturally pale, a family charac- 
teristic, and thin in flesh, consequently no marked wast- 
ing was noticed, but muscles were flabby and weak. 
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She complained of gastric distress and occasionally 
vomiting. Dr. Nesbit was called to attend her August 
25, 1897. On examination he found a tumor just be- 
low the right costal arch. This tumor had not been 
noticed by the patient. It was tender on pressure and 
movable, also marked tenderness over entire abdomen, 
with some tympanitis. Tongue coated, bowels consti- 


nated, kidneys acting scantily and urine highly colored, 


otherwise they seemed normal. There existed great 

pallor of the skin, with a peculiar color of the face, 

and a marked weakness of the pulse. Temperature 
ranged from 100 to 102 F. for two weeks, when it fell 
below normal. Feet and legs were cold. This condi- 
tion lasted till she was admitted to the hospital. The — 
tumor in the meanwhile slowly increased in size. Her 


weakness and debility became more and more marked. 
Stomach trouble increased so that she was unable to 


take but little nourishment. No family history of 
tuberculosis existed. She had six sisters and one 
brother living, who were all in good health. Father 
died at 67 of stomach trouble. Mother living and in 
good health. She was admitted to the Omaha (M. E.) 
Hospital and Deaconess Home September 10, 1897. 
On examination she was found to be of small stature, 
weight about 100 pounds. Panniculus adiposus slight, 
very anemic, weak, and unable to stand. While the 
color of her body was very pale, her face and neck and 
the dorsal surfaces of her hands and wrists presented 
a moderate brownish, yellowish, bronzed appearance. 
The sclere of both eyes were of a silvery color. Her 
tongue was broad, flabby, and pale, showing marginal 
dental indentations. A number of very small dark 
pigmentations in the inferior internal labial mucosa. 
Pulse 90, very weak, easily compressible; tempera. 
ture 102.6 F. Gastric irritation, some nausea, and 
nearly all foods causing distress. Bowels constipated. 
Urine normal in amount, specific gravity 1015; all 
chemical tests were negative. Lungs normal. Heart, 
aside from a very weak impulse, no organic lesions. 
Pelvic organs normal. Abdomen, on inspection, re- 
vealed slight tympanitis. On palpation there was 
found an enlargement reaching from a point slightly 
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external to the mammary line at the right costal arch — 
and extending directly downward about three inches; 
it had a breadth of about two inches, and, on biman. 
ual palpation, it could be moved slightly forward and 
backward and from side to side. It was tender on 
pressure, but otherwise caused no pain. It seemed to 
_ be located directly in contact with the abdominal wall, 
giving much doubt as to its exact nature, particularly 
was it difficult to decide from which organ it originated. 
It could have one of three origins, the gall-bladder, the 
hepatic colic flexure, or the right kidney. After ex- 
amination on four successive days we were able to 
exclude first the gall-bladder, then the hepatic colic 
flexure, and then decide that we had to deal with an ~ 
inflammatory process beginning about the kidney. | 
After repeated urinary examinations, which always 
- gave negative results, we believed that we had to deal. 
with an extranephritic infection. Its exact nature we 
did not then determine, owing to the fact that we did 
not attach the importance of the bronzing of the skin, 
which was of moderate degree, to the sclere and labial 
mucosa that it deserved. The continually increasing 
asthenia, the progressive anemia and emaciation, the 
- unabated gastric irritation, the gradual increase of the | 
tumor, induced us to advise operative measures to re- 
Neve and, if possible, to remove the depot of infection. . 
To this the patient readily agreed. - 
On September 14, 1897, after the usual preparations, 
and under ehioroferia anesthesia, an incision, begin- 
ning at the right costal arch, directly over the tumor, 
and extending about four inches directly downward, 
opening peritoneal cay ity, was made. The enlarge- 
ment was found to be retro-peritoneal. The peritoneum 
overlying it was incised and stripped from it. That 
portion of the peritoneum forming the inner margin of 
the retro-peritoneal incision was caught by three 
hemostatic forceps and drawn snugly upward against 
the abdominal wound, so as to prevent the possible en- 
trance of infection into the peritoneal cavity. We now 
found what proved to be a healthy kidney and, over- 
lying its upper fourth and extending upward about two 
and one-half inches, a reddish, yellowish, cystic en- 
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largement, Closely adherent to the posterior parietal — 
wall and the lower part of the diaphragm and the pos- 
_ terior surface of the liver, reaching downward and in- 
- volving the hilum and more than one-half of the pelvis — 
of the kidney. It was now not difficult to determine — 
that we had to deal with a pathologic suprarenal cap- 
ule. A second incision, beginning in the middle of 
the first and extending outward two and one-half 
inches, to give more room, was made. It was not dif- 
ficult to enucleate the capsule, and at first we hoped © 
to remove it and save the kidney, a procedure that 
could easily have been done had the pelvis of the kid- 
ney not been involved. It soon became apparent that 
to remove the adrenal and leave ‘the kidney would 
mean a partial removal of the affected structures. 
While drawing the capsule forward for more minute 
inspection it ruptured and discharged a whitish, odor- 
less fluid, mixed with caseous substance, such as is 
found in-tuberculous cavities. The nature of our in- 
fection now seemed clear. Believing we had to deal 
with adrenal tuberculosis, and recalling past unfavora-— 
ble experiences in the incomplete remeval of tubercular 
structures in the genito-urinary tract, it was deter- 
- mined to remove the kidney. The renal vessels were © 
found to be very short. The peritoneum was stripped 
' from them and each vessel was ligated separately and 
divided. Then the kidney and suprarenal capsule were 
enucleated. The resulting cavity was carefully 
cleansed, flushed, dried, and dusted with iodoform, 
The retro-peritoneal wound was then closed with a 
running catgut suture. The T-shaped parietal wound 
was closed, continuous catgut for the peritoneum, silk- 
worm gut for the muscles and integument, and a con- 
tinuous coaptation catgut for the skin margins, an 
iodoform gauze drain was placed in the outer end of 
the transverse incision. Hygroscopic antiseptic dress- 
ing completed the operation. The healing process was 
uneventful. The temperature fell to normal in thirty- 
six hours and remained so. Nutrition was carried on 
per rectum, about two days, when the gastric distress 
vradually subsided. In three weeks she partook of 
regular diet. The bronzing began to fade at the end 
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of ten days and had disappeared entirely in three 

weeks; her complexion became very clear. Her lips 
became pink, her cheeks rosy, and the pigmentation of 
the labial mucosa disappeared. The pearly hue of the 
sclere vanished. The heart became regular, the pulse 
stronger, the extreme languor decidedly less. She was — 
discharged October 23, 1897, able to walk about the 
hospital, feeling cheerful and happy. 


REPORT OF MICROSCOPICAL EXAMINATION OF THE 
ADRENAL. 


_A firm connective tissue capsule, surrounding and 
forming cyst-wall, in which are no apparent vessels. 
Underneath this, approaching the center of the @land, 
there are occasional elongated patches and lobules of 
adipose tissue, loosely arranged, pushing the tissue 
apart; some of these patches are partially and others 
completely surrounded by small round-celled infiltra- - 
tions (leucocytic) of the adjoining connective tissue. 
The normal gland- cells are almost entirely replaced all 
throughout the specimen by connective tissue, the ele- 
ments of which show active proliferation, loosely ar- 
ranged, compared with the capsule. 

Glandular elements, where present, are ‘sehated 
“areas and undergoing coagulation necrosis; blood-ves- 
sels coats enormously thickened and infiltrated with © 
small round cells, in some cases the lumen is almost 
completely filled with proliferated endothelial cell ele- 
ments. At irregular intervals all through the speci- 
~men are found more or less complete layers and patches 
of round cells in dense masses, central portions of 
which evidence degeneration by the debris present; 
at the margins of these round-celled areas undergoing 
degeneration an occasional giant cell is found. 

All through the newly-formed connective tissue and 
replacing the glandular elements are numbers of poly- 
morphonuclear leucocytes, with an occasional small 
patch of gland cells, hyaline, and cheesy-looking in ap- 
pearance; no nucleus demonstrable. 

A careful special double-staining of specimens 
proved negative as to the presence of tubercle bacilli. 
From the general type, arrangement, and degenerated | 
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changes present in specimens a diagnosis of “chronic 


diffuse inflammation,” probably tuberculous in origin, 


would be correct. i 
In the absence of tubercle bacilli, which, if present, 


would be absolute evidence, the pathological factors 


found, viz., masses of small round cells, no vessels, cen- 
ter degenerated and broken down, cheesy change in the 


glandular elements, infiltrations (leucocytic and fatty) 
in the connective tissue, changes in the vessel walls, 
both old and newly formed, in my opinion, favor “tuber- 


culous inflammation.” 
W. R. Lavenper, Pathologist. 
We know of no glandular organs in the body in refer- 
ence to whose functions and pathology there exists so 
much discrepancy of opinion and such widely divergent 
views as the suprarenal capsules. The adrenals are — 
ductless glands and belong to a class under which are 
erouped the thymus and thyroid glands and the spleen. 
The adrenals are triangular shaped, the left larger than 
the right; they are from one and one-fourth to two 
inches long, less in width, and only a few lines thick, 
and located on top of the kidney and behind the peri- 
toneum. On section we find the glands to be composed 


of a cortical and medullary portion. The cortex is 


yellow, and is composed of (1) the zona glomerulosa, 
and contains closed vesicles; (2) the zona fasciculata, 
made up of cylinders in a stroma of connective tissues. 
We find some of their tubules to be opaque, containing 
fine granular cells and fat globules. Some of them. 
are brownish, made up of fine granular cells and fat 
globules; and a third variety of gray tubules, contain- 
ing cells whose nuclei contain fat globules; (8) the zona 
reticularis is made up of broken up tubules and their 
contained elements. The medulla consists of a retic- 
ular stroma filled with irregularly-shaped cells. It is 
richly supplied with nerves, which pass through the 
stroma. The blood-vessels of the adrenals are numer- 
ous, especially so in the cortex; they derive their sup- 


ply from the suprarenal arteries which arise from each 


side of the aorta. Lymph spaces permeate every part 
of the organ. The nerve supply comes from the renal 
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and solar plexuses, the splanchnie nerves are brought 
into relation with the nerve supply through the sola_ 
plexus and its semi-lunar ganglia. The right pneumo- 
gastric nerve also terminates in the solar plexus. The 
suprarenal plexus is also joined by the phrenic nerves. 


The branches of this plexus are remarkably large for 


the bodies they supply. 


We have made very little progress regarding our 
_ knowledge of the function of these organs since 1855, 


when Thos. Addison, of Guy’s Hospital, published his | 


‘first dissertation on the diseases of the suprarenal cap- 
sules. A mass of material has accumulated, but it is 
a difficult matter to sift that which is of value. Dr. 


A. G. Auld, of Glasgow, believes that at least one 


function of the adrenals is to destroy a certain class of 
effete red corpuscles of the blood. He regards these 


bodies as in part excretory glands, and believes the ~ 


symptoms of Addison’s disease as due to an interfer- 


ence with these functions, leading to the circulation of 


decomposing products of hemoglobin and a tendency 
to pigmentary deposition. Dr. McMunn, of Wolver- 
‘hampton, particularly concurs in these views, in that 
hee believes the “adrenals to be blood metabolizing 
glands.” “They appear to remove from the circula- 


tion useless and worn out pigments and their chief ac- 


companying proteids.” In other words, the adrenals, 


more particularly their cortex, are regarded as a sort _ 
of filter as well as a metabolizing structure. A dis-— 


turbance of this function is believed to be responsible 
for the bronzing usually noticed in Addison’s disease. 
On the other hand, Dr. A. Rispal reported a case of 


- Addison’s disease in which the autopsy revealed a con-” 


genital absence of the suprarenal capsules; no other 
Jesions were found. The patient was 24 years of age; 
the symptoms of Addison’s disease,—melanoderma, 
pains, wasting, cachexia, progressive asthenia, gastro- 
intestinal disturbances,—proved fatal in ten months. 
(Medical Record of September 19, 1896, page 422.) 

Pal reports an interesting series of experiments in 
extirpation of the adrenals tending to refute Jacobi’s 
position that in them may be found the inhibitory cen- 
ters for peristaltic movements, Pal concludes that the 
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adrenals have no special importance for the life of the 
animal,—even in dogs; that they cannot be regarded 
as inhibition centers for peristalsis; and that the only 
immediate effect of their extirpation is a severe dis- 
turbance of nutrition, which, however, the animal is 


capable of surviving. (Wiener Kleinische Wochen- ~ 
_sehrift, November 29, 1844; Medical Record, March 16, 


1895.) 
Abelos and Langlois have found (Cempt. Rend. de — 


la Societe de Biol.) that destruction of the adrenals in 


guinea pigs, if complete, causes death by lowering the — 
temperature and inanition. In their muscles was 
found a toxic substance that had a depressing effect 
upon animals. After grafting the glands into healthy 
rabbits destruction of the normally situated organs 


did not cause death. They concluded that the adrenals 


destroy and neutralize some poisonous substance en- 


gendered by the organism. Supino (Archivios Italian 
de Biologie) found that removal of the adrenals in rab- 


bits did not cause death. The blood serum of the acap- | 
sulated animals produced, however, a paralyzing effect 


on frogs. (Editorial, Medical Record, September 30, . 


1897.) 
Examples of this kind can be multiplied in great 


number, but these are sufficient to show that the etio- 


logical factors underlying Addison’s disease are not 


dependent upon the presence or absence of the adre-— 


nals alone. Nor can-we account for the bronzing or 
the progressive asthenia solely by the presence of adre- 
nal disease. Dr. Wm. G. Thompson (Transactions of 
the Association of American Physicians, 1893) finds 


. that the number of cases of Addison’s disease reported 


up to date is 757. He, himself, reports six cases, three © 
of them with autopsies. He found that in Addison’s © 
disease lesions of the adrenals are not always present. 


The lesion was absent in 12 per cent. of Lewin’s 630 


cases. Besides this, 112 cases of lesions of the adrenals 
without Addison’s disease are collected. A case of 
Addison’s disease is reported in which the disease was 
caused, apparently, by destruction of the left splanch- 
nic nerve through pressure of an aneurism, the cap- 


sules being normal, He found that it was extremely 
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difficult to remove them without causing serious sur- 
gical lesions, hence he destroyed them with a cautery. 
He found, also, that injections of glycerine and aque- 

ous extract of the glands had no effect upon the 

healthy animal. He comes to the conclusion that Ad- 
dison’s disease is not due to a primary disease of the 
adrenals, but is more probably the result of irritation 
and disease of the abdominal sympathetic nerves and 

ganglia. (Editorial, Medical Record, 10, 
1897.) 

From the foregoing we are forced to search turther 
than the adrenals to explain the clinical manifesta- 
tions. We find Foa and Pellacani produced an aqueous 
extract of the adrenals which was capable of producing 
speedy death, which was shown to be neurine. Drs. - 
Marino-Zuco and Dutto (Bull. di R. ac Med. di Roma, 
November 4 and 5, 1891) regard Addison’s disease as a — 
slow intoxication. process due to the neurine which is 
no longer absorbed by the altered or destroyed adre-- 
nals. Inthe urine of a patient, tested daily during the 
last twelve days of his life, they found the reaction, 
acid, contained no albuminor sugar. A _ noticeable 
quantity of indican was shown, and after:a long and 

- careful-manipulation, the presence of neurine was 
clearly demonstrated. Both suprarenal capsules were 
destroyed and there was tuberculosis of both lungs. 
While neurine intoxication may often be one of the 
factors in the production of this symptom complex, 
yet it cannot be the important, nor one of the impor- ’ 
tant ones. It does not at all assist us in clearing up 
the cases where there is an absence of the adrenals, nor 
those cases of adrenal disease without Addison’ S dis- 
ease. 
When we consider our case we find that it seems to 
disprove the filtration and metabolic, as well as the 
-neurine intoxication, theories as the sole explanation 
for the cause of the clinical-picture. We had vomiting, © 
pearly conjunctiva, asthenia, feeble heart, and gas- 
tric irritation, which all disappeared after the removal 
of the entire gland, the very organ. which we are told 
separates the toxic neurine and other effete material 


from the blood. It would naturally ye that when 
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the alleged adrenal function is abolished by its entire 
removal, that if any change occurs in the clinical pic- 
ture it certainly would be for the worse. One must 
assume that the adrenal would, for a long period, per- 
form a part of its function until the entire gland was 
destroyed, and one would look for a fatal termination 
only when entire disintegration of the gland had taken 
place. A removal of the gland would accomplish, in a 
short period, what the tubercular process requires a 


long time. Even assuming, in our case, that the left — 


suprarenal capsule was normal, which was evidently 
true, by removing the right one, whose entire function 
was, in all probability, not totally lost, we were reduc- 
ing the excretory, or secretory, surface (which ever 
view we take of these glands as ‘having an excretory 


or secretory function), thereby lessening the capacity 


of suprarenal activity, and since, in our case, the clin- 
ical appearance improved by reducing, rather than in- 


creasing, adrenal function, we are compelled to look 
further in our endeavor to make clear the causative 


factors. : 
When we investigate the adrenal nerve supply our 
attention is attracted to its unusually large nerve 
plexus, which is out of all proportion to the size of the 
gland and stands through the medium of the adrenal 
plexus in intimate relation to the solar plexus and 
semilunar ganglia, and through these with the sympa- 
thetic nervous system. It has been affirmed by some 


(Wilkes, Greenhow, Arnand, and Alexis) and denied by 


others that the nervous system plays an important 
role in producing Addison’s disease. It has been shown 
that associated with advanced adrenal tuberculosis are 
often changes of the adjacent nerve plexuses, and that, | 
on the other hand, the nerve tracts seem normal. It — 
seems, if it can be determined that lesions of impor- 
tant ganglia in intimate association with the adrenal 
nerve supply produce some of the leading clinical mani- 
festations found in Addison’s disease, then we must. 
admit that the nervous theory deserves an important | 
place. ‘Experimental cutting of all the nervous con- 


nections of the suprarenal body does not give rise to 


the symptoms produced either by its removal or by liga- 
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ture of its efferent vein (Thiroloix), which are somewhat 
analogous to those of Addison’s disease in men. Ex: — 
perimental removal of the celiac plexus (semi-lunar 
ganglia) leads to rapid emaciation, asthenia, low tem- 
perature, diminution of the amount of urea in the 
urine.’ (H. D. Ralleston, System of Medicine, by 
Thomas Clifford Allbutt, vol. 4.) This being true, we 
must consider that organs in state of disease located so” 
- near the abdominal brain and in such close connection © 
can, by long-continued irritation of connecting nerve . 
branches, produce such nutritive and nervous change 
as we have observed in Addison’s disease. Our case 
_ strengthens this theory. As soon as the pathologic 
gland, the source of irritation, was removed, recovery 
ensued. 
It has been said that the sapraseail capsules were 
- beyond the reach of surgery. It would be more ac- 
curate to say that if the diseases of the suprarenal cap- 
sule have not yet been brought within the reach of the 
- surgeon it is because we have failed to recognize ad- 
renal disease early.. As soon as we shall be in posses- 


gion of positive signs that will enable us to determine 


adrenal disease early I am sure that‘a technique will 
be developed that will make the surgery of these 
bodies no more difficult than the removal of a gall- | 
stone from the common bile duct. | 

It is absolutely necessary that adrenal disease be 
recognized early, before both adrenals are affected, for 
we are not often so fortunate as to find the disease sO 
far advanced in one gland before the second is involved 
that it can be recognized by local signs. There can be 
no question that one gland becomes first infected, and 
its infection localized, for a considerable period before 
the second becomes involved, and if the primary depot 
can be treated surgically, or otherwise, we can hope 
for recovery. When both adrenals are involved the 
most enterprising surgeon would scarcely have the 
hardihood to remove both glands, for experimental 
research has shown, at least, that total destruction of 
all adrenal structures will be followed by a fatal ter- 
‘mination. 


_ It has been shown that more than 80 per cent. of the 
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diseases attacking the adrenals are due to tubercular 


infections, and it naturally follows, if we can learn to 
diagnose tuberculosis in its incipiency, we may hope 
for successful treatment. Of late we see a shadow of 
hope in the microscopical examination of the blood. 
Very important contributions along this line have been 
made by A. Mansfield Holmes, of Denver (The Journal 
of the Americal Med. Ass’n, October 23, 1897, page . 
832), wherein he says: “The first evidence, or at least 
one of the first evidences, gained from a study of the 


blood indicating that the bacilli have commenced ac- 


tive colonization is a relative increase in the percent- 
age of phagocytes, which I shall express by the term 


phagocytosis.” If these investigations are confirmed 


we will have at least one important sign, and by asso- 
ciating with this one more accurate, until now unob- 
served, yet existing, clinical data, we shall have made 
a 1 great advance. 


The removal of the adrenal gland is not so difficult. : 


We have seen in our recorded case that a transperi- 
toneal removal is feasible. Studies on the cadaver 


have shown that an extirpation can also be effected 
through the lumbar region. The removal of the 
eleventh and twelfth ribs will give ample room for 
purposes of attack. The avoidance of injury of the 


semi-lunar ganglia is of the utmost importance in an 


operative procedure. 

It seems that the semi-lunar sities plays a role 
quite as important as the adrenal gland in the majority 
of cases. We may conclude that the primary seat of 
the disease is in the adrenal, the irritation is trans- 
mitted to the adjacent nerve ganglia in some unknown 
way, producing unknown changes, which become 
manifest after a considerable time. If we can remove, 
or cure, the primary depot before anatomic nerve 
changes ‘have taken place, then we may hope for re- 


covery. 


‘DISCUSSION. 


Dr. D. S. Parca. Clinton, la.: Some years ago I had a 
series of four cases of Addison’s disease in succession, and not 
a very long period of time between them. ‘The diagnosis was 
in each one of the cases confirmed by a post-mortem: examina- 
tion. In these cases the disease was on both sides, and in:all 
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of these cases the glands were enlarged to the extent of mak- 
ing it impossible to determine in which one the disease began, 
or in which one the disease was from a physical examination 
itself. It was only by the observation of the general symp- 
toms of the nerves, the bronzing of the skin, etc., that a diag- 
nosis could be reached. The post-mortem examination, as I 
say, revealed the disease. In these cases, as I understand Dr. 
Jonas, it would be quite impracticable to perform any surgical 
operation, which would be only practicable in those cases in 
which the disease appeared distinctly upon one side with sufii- | 
cient degree of enlargement to discover the fact of its being 
upon one side, and the fact of its — a well-defined tumor 
confined to that side. 

Dr. W. W. GRANT, Denver: This, to me, is an unusually in- 
teresting report. It is certainly one of the best I have heard in — 
a long time. We know little about the surgery of the supra- 
renal capsules and the case is certainly rare. ‘he doctor cer- 
tainly deserves a great deal of credit for his careful investiga- 
tien of the case. There is now in this hotel a case of undoub.ed 
Addison’s disease. I have seen this case every day for a week © 
in consultation with Dr. Eskridge of this city. The case is 
particularly interesting to me from the fact that there is no 
organic disease discoverable, medically or surgically, in this | 
case, unless it is that the clinical history has now demon- 
strated that this is a case of disease of the suprarenal capsules. 
I asked the doctor whether his case showed tuberculosis else- | 
where, which is a matter of great importance, and he states 
that his diagnosis is that it does not. This patient came to 
me eighteen months ago suffering from supposed appendicitis. 
A careful examination revealed nothing of this character, and 
there was na disease of the pelvic organs other than a lateral 
displacement of the uterus, which was easily reduced. The 
neurotic element has been most pronounced. This patient has 
been anemic all the time, and is now steadily dying from rapid 
exhaustion. An examination of the blood by Dr. Holmes re- | 
veals a condition, he states, of acute pernicious anemia. Now 
all physicians and surgeons know that acute pernicious anemia 
is one of the rarest known diseases. Dr. Ho'mes did not be- 
lieve that Addison’s disease existed. But the bronzing is most 
marked and becoming darker and more decided every day, with 
a very rapid emaciation; the absence of the nucleated blood 
cells showing the disease is not chronic; as a matter of fact 
she has been confined to her bed for five or six weeks. Now 
the causation in this case is something we are noi yet able to 
determine. I was called into the case because it was supposed 
that it was a surgical case, but I find nothing to do except 
after a while I expect that there will be an opporiunity to make 
a post-mortem, which it is very desirable to make, because 
sometimes such examination determines most satisfactorily a 
diagnosis that is difficult to determine while living, and this 
is one of those cases, She takes food abundantly, three quarts 
of milk peptonized every twenty-four hours. Now, the hemo- 
- tologist did not believe this disease existed. My experience 
tells me that it is unquestionably a case of Addison’s disease. 
Whether there is anything indicated requiring the exercise of 
any surgical skill beyond what I have been abie to determine, 
I don’t know; but I don’t think there is. There is no tumor in 
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any part of her body. She is thin enough to. be examined most — 
carefully by palpation.* ‘These cases are extremely rare, and ~— 
therefore always interesting. ‘They are not often seen, and 
many have never seen a case of Addison’s disease. 

Dr. EastMAan, of Indianapolis, Ind.: I may be excused for 
- mentioning the case which came in my practice about three 
years ago as having some bearing upon this case. I was re- 
moving an enormous sarcomatous kidney which had broken 
down to a great extent. It was at least eight inches in length.. 
After removing it and securing the ligatures I found a consid- 
erable mass remaining, above which I soon detected the 
suprarenal capsule. The patient was under ether anesthesia 
with a pulse not over 80 and normal breathing, as normal as 
I have ever seen. In sweeping my finger, as gently as I could, 
next to the diaphragm to separate this mass which had re- 
mained, the patient stopped breathing suddenly, and with 
‘every means of resuscitation, she never did breathe any more. 


_ The doctor spoke of the relation of the nerves to the supra- _ 
renal capsule, and in this case, as I believe, some immediate 


communication with the phrenic nerve caused my patient to 
suddenly cease breathing upon the operating table. I am not 
quite sure that Dr. Grant has completed the entire surgical pro- 
cedure until he determines, with Dr. Jonas’ aid, perhaps, by 
catheterization of the urethra, the possibility of the urine 
being abnormal upon one side and thus the disease located 
upon one side. 

Dr. GRANT: The urine is normal in this case. 

Dr. HASTMAN: In every particular? 

Dr. GRANT: In every particular with the exception that there 
is some granular epithelium. 

Dr. Scort, Clay Center, Kan.: Two years ago it was my good | 
fortune, or misfortune, to see a case of Addison’s disease, the 
first. and only one I ever saw. It came to our town from an- 
other part of the state. The history of the case, as it was 
presented to me, was, that the gentleman, who was about 65 
years old, a man about five feet three or four inches tall, had 
aiways enjoyed good health; there was no history of tubercu- 
losis in the family; he was a carpenter by trade; he com- 
menced feeling badly about a year before I saw him; his health 
had gradually failed, and he had no particular place that he 


- could localize his disturbance, but he was feeling generally 


bad and sick, so he was sent to a relative of his in our town, 
Clay Center. When I saw him, which was about six months 
before his death, he had a very faint tingeing that you might 
possibly call bronzing, but would hardly amount to bronzing. 
I examined his urine. There was nothing abnormal at that 
time, but there was an enlargement of his liver; his appetite 
was fairly good, but he was weak and suffering with indeserib- 
able pains all over his body. The case went on with no im- 
provement, gradually growing worse. I kept examining the 
urine and doing what I could, and the bronzing kept increas- 
ing, and atout three months before his death the bronzing was 
very marked, and after the next three months he had become 
almost black. The bronzing was of the very darkest bronzing. 


* Dr. Grant writes that post-mortem examination three days later 


showed complete destruction of one capsule and advanced degeneration 
of the other.—EDITOR W, M. R. 
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He died and we had a post-mortem. The lungs were healthy. 
The stomach was healthy. The left kidney was pale. The 
suprarenal capsule was obliterated. The right kidney was 
about double the size of a normal kidney. The suprarenal 
capsule was just a lump, a kind of a mass; you could not de- 
fine it as a capsule, but seemed to be just a mass. We 
could not find any tubercular condition of the gland, by an 
examination under the microscope. About two months before 
he died his urine became albuminous. He puffed up. Lis 
legs swelled up and pitted on pressure. His face swelled. 
Before he died his liver was three times the nofmal size of an 

ordinary liver. 
Dr. JonAS: It is a fact that in connection with a Pores ma- 
. jority of the cases of Addison’s disease we have tuberculosis 
of the lungs, and we have tuberculosis of other organs. in the 
body. But it has not been determined whether in a majority 
of cases this is secondary or primary. We can have tuber-. 
culosis as a primary disease I am sure. That we can have a 
primary tuberculosis of the adrenals has been proven. In 
these cases I believe, too, that the disease locates in one organ 
and then it is communicated to the other organ; that is, com- 
municated by means of lymph channels from one organ to the 
‘other. And there is no question in my mind but what in the 
course of time, after our attention is attracted more especially 
- to the disease of these organs, we can diagnose this disease 
earlier. You and I can remember twenty years ago when if 


anybody had said to us that the diagnosis of an enlarged ovary — 


or tumor in the pelvis could be made certain you would not 
have believed it. You used to laugh at men when they said 
they felt an ovary. We know now they can do it. And I be- 
lieve that the disease of the suprarenal cap:ule, in the course 
of time, can be absolutely located there, by symptoms which 
we yet know nothing about,—symptoms which rossibly we see 
every day but constantly overlook, because our attention has 
not yet been attracted to them. In looking up this subject I | 
collected an immense mass of stuff that.would have taken all | 
day to read. I brushed it away because it was so abso:utely 
contradictory in every respect. We know really nothing about 
this gland yet. We do not yet know whether it is excretory 
or secretory, or whether it has any function at all. We have 
here a subject of great interest, and, as stated before, I believe 
in the course of time we will come to understand it thoroughly 
and to make our diagnosis of this condition certain. 


CAUSATION OF TUMORS. 
By J. W. YOUNG, M.D. 
BLOOMFIELD, IA. 


-In the midst of all the changes of opinion in regard 
to physiology and pathology which have occurred in 
the past it seems that Schwann’s law, that “AIl tis- 
sues are formed from cells and every cell from a cell,” 
is now firmly fixed in the minds of the medical profes- 
sion. The ovum which is formed in the ovary and 
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passes into the uterus is a cell, and when met there by 
a spermatozoa, apparently an animated cell that 
enters the envelope of the ovum, it at once causes a — 
catalytic action, resulting in an organized body, capa- 
ble of being perfected into the highest type of the 
human race. 

So far as we are able to watch the dacetciiabiont 
of the embryo in utero, or in the eggs that produce 
the young outside the body by artificial heat, we find 
a building-up process carried on by means of cells. 


The bones, brain, nerves, vessels, muscles, tendons, 


and every part are elaborated through the means or 


agency of cells. There is a time when even the hu- 


man embryo has neither legs nor arms. If we exam- 
ine abortions from week to week we will find these 
members extending outward from the body until the 
proper limbs are fully formed, and we may observe 
the laws of heredity exemplified in the shape of a 
hand or foot, or even a pug nose will be built up by 
means of cell growth to resemble one or both parents. 
How comes it that organized bodies are built up so 
near alike from generation to generation? Why is 
it that oak trees all look so near alike? ae 

It is a little out of date, according to present litera- 
ture, to separate too widely the great sympathetic 
system of nerves from the general nervous system, 
but it appears to me that “vital force,” whatever it 
may be, or life itself, through the ganglionic nervous 
system, is the builder, in the germ cell, which gathers 
from the material at hand, and is the regulator of all 
organized bodies. Vital force, we will call it, 


through this system of nerves, is the balance wheel 
that regulates the heart’s action . and amount of blood 


sent to each part, glandular action, growth, and de- 


velopment of a body; and while this vital force or life -— 


lasts it is in charge of all departments, superintend- 
ing nutrition, excretion, waste, and repair of all tis- 
sues. It has been demonstrated beyond doubt that 
fibers of the sympathetic system penetrate every tis- 
sue going with the blood supply to the smallest 
arteries, and there are good reasons to believe these 
fibers follow every capillary and reach every minute 
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part of every tissue, although too delicate to be ob- 
served by human agency, and that through these lines 
of communication vital force keeps in repair every 
tissue and organ, antagonizing chemical action, or at 
least regulating this action till death occurs and then 
the natural chemical laws have full sway. The mind, 
through the sympathetic nerves, causes the face to 
blanch in times of danger, the heart to nearly stop 
when certain persons see wounds, sexual erethism, — 
and the suspension of all organic activities during 
great and overwhelming emotions. This vital force, 
through the sympathetic system, causes, without 
knowledge of the mind, the process of digestion and 

glandular action, pulls out worn-out tissue from 

nerves, bones, muscles, -ete., and replaces it with fresh 

material from foed elaborated in proper organs by 
this same force. In progressive muscular atrophy 
a whole limb few muscles pathologists do not 
always find the reason for such wasting in the brain 
or cord or in the tissues themselves. Why not look 
for the cause in a line of communication from the gan- 
slionic system to the affected muscles? Could not 
pressure from a thrombus or embolism cause cica- 
tricial tissue that would so injure this line of com- 
munication between the home office and the atrophied 
part and thus cause the damage? 

Dalton says when he cut the sympathetic nerve on 
one side of the neck of a rabbit that the whole side 
of the head and ear got a greater supply of blood 
than did the uninjured side, and the metabolic forces 
are all increased, vessels are congested, and the cor- 
puscles move more ‘rapidly through the capillaries, 
and the thermometer will mark a greater heat in the 
parts affected till repair has been made in this line 
of communication. The breaking of the line through 
which vital force acts does cause increased metabolic 
action and active congestion. Increased heat and 
rapid circulation point clearly to the fact that vital 
force is the agent through the ganglionic system of 
nerves that control and manages nutrition, secretion, 
waste, repair, and integrity of all tissues in organized 

bodies, both animal and vegetable, and without this 
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controlling force with perfect lines of communication © 
anarchy and riot of the parts would ensue and chaos 
would reign supreme. ‘When these lines of communi- 
cation have been severed or injured, vital force at 
once sets about the repair of the injured lines, and if 
the damage is not too great by certain exudates and 
scar tissue, perfect repair is made in a few days or 
weeks and the parts affected resume their normal 
condition and receive only the proper amount of 
blood. Suppose, now, that a vascular organ, like the 
uterus, mamma, lips or parts subject to irritation, 
as the outlets of the body, and a small part in any of 
these tissues supplied by a branch of the sympathetic 
system of nerves, which usually are placed beside the 
blood-vessels, and a thrombus, embolism, or apoplec- 
tic clot should occur and cause infiltration of the — 
neighborhood to such an extent as to cut off the sym- 

pathetic nerve influence by pressure, and suppose the 
exudate at site of impingement of this nerve fila- 
ment should be permanent and effectually destroy 
this function in the part, we would expect the capil- 
laries beyond to be distended with blood, just as it 
is in the side of the head of the rabbit when the cervi- 
cal sympathetic is cut in that animal. We will also 
suppose that a system must be in a particular condi- © 
tion from heredity or age, when degenerations of 

parts are likely to occur—these lines on which vital 
force travels are more easily injured by pressure and 

cannot recuperate from injury, or these lines might 
be “crossed,” using an electric term, so that a part 
could not get this nervous force. The consequence 
would be increased blood supply in the part, paralysis. 
of the absorbents, both venous and lymphatic. Then, 
if this condition can take place in a small section of 
an organ, we would have a chaotic state in the part, 
characterized by an increased blood supply and pa- 
ralysis of absorbents, and as a result of more blood in 
the part, we would expect the cell germs that lie dor- 
mant in all tissue to be awakened into activity and a 
rapid proliferation of these cells in this field. 

If you read almost any modern writer on the sub- 
ject of inflammation after trauma or other cause, you 
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- will find in those that enter the field widely that new 
cells are developed, and as “every cell is from a cell,” 
it is evident that at least germs of cells exist in every 
tissue, ready to be developed by certain stimulation, 
and when repairs have been made in a healthy subject 
cell generation ceases and the absorbents quickly re- 
move the debris under management of vital force 
through the sympathetic action. It is evident that 
the “cells at rest” are present not only in the animal 


life, but also in the vegetable organization. Suppose 


you find a healthy elm, or a willow tree, three or four 
inches in diameter and you cut off nearly all the top, 
ten feet from the roots, in the winter time. You will 
observe, when spring weather comes and the roots 
take up and elaborate material from the earth, and 
after the sap has’ flowed freely for some time, that 
numerous sprouts along the trunk will shoot out 
through the bark. These germs or buds were dor- 
mant in a matrix under the bark, and when an over- 
whelming amount of sap was supplied and not used 
by the top of the tree, they were forced into action by 
the amount of pabulum which was supplied to them > 
_ and they crowded their way through the bark of the | 
tree. It is a well-established fact that the kind of | 


_ food furnished the young of bees during the larval 


state will make a male, a queen, or a neuter bee. - 
Then, if that be true, why would not the germs of cells — 
in the various tissues, when irritated and furnished — 
more pabulum than usual, produce all the different 
cells found in simple or malignant tumors? On this 
_ theory it is easy to account for the unusual shape of 
cells in tumors, and one can account readily for the 
appearance of giant cells occasionally found on the 
slide taken from a sarcomatous growth, as well as 
all the phenomena which are shown in adenoma, epi- 
thelioma, carcinoma, and all the abnormal forma- 
tions. Then again, cases where the regulating power, 
through a partial paralysis of the sympathetic fila- 
ments, is injured, true fibroma is possible by the ab- 
sorbents being able to remove all other constituents 
and debris to a great extent except the deposit of 
fibrine. It seems to be a law that when cells once 
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have the rapid proliferating ability given them by an 
excess of pabulum, they retain this peculiarity, under 


certain conditions, for a length of time when they are 


in the veins or lymphatics, and out from under the in- 
fluence of the sympathetic nervous system. From 
the known laws of the genesis of cancer in its numer- 
ous forms, it seems to be a law that when cancer cells 


of any shape are carried away from a tumor, either 
by the vascular or the lymphatic tracts, which they 
must be in large numbers, they soon lose this prolif- 


erating property and become inert, unless arrested in 


a ganglion of the lymphatic system or a thrombosis, 
in which situation they will at times retain all their 


acquired vigor, and if the subject of this disease is 


weak from any cause and at the time of life when de- 
_ generations are expected, the conditions are propi- 
tious for a repetition of the original tumor. The 
- crowding of cellls in a lymphatic ganglion would pro- 
duce by irritation an increased blood supply and in 
individuals who are debilitated, the same condition 


of affairs would be inaugurated as at site of first tu- 


mor, and it is reasonable.to conclude that enlarged 
cancerous glands are partly or wholly from under the 


control of the sympathetic nervous influence. 
Recapitulation.—All organized bodies, both animal 


and vegetable, are built up by cell action; and organi- 


zation, growth, waste, and repair are controlled by 
vital force, or life, through the lines of what is called 
the great sympathetic system of nerves. This life, 
or vital force, has its habitat in the brain, spinal cord, 
masses of brain- like matter, all connected by nerve 


filaments with each other and with the most mintte— 


‘structures of the body. 

That when a sympathetic nerve supplying a part 
is severed or injured more blood is sent to this terri- 
tory and that all cells proliferate in ratio to the pabu- 


lum at hand and even change the morphology of the 


The various shapes of cells and number of nuclei in 
each are caused by, and the growth of tumor is in di- 
rect proportion to, the amount of blood supplied. 

That every tissue has cells “at rest,” and when a 
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proper condition exists these multiply and cause a 
tumor, unless restrained by vital force, so called, 
through these lines of the sympathetic system of 
nerves, which reach to the minutest parts of every 
structure. 

That in every case of real tumor the sympathetic 
or vegetative system of nerves has lost control 


= through disease or injury, in whole or in a pee, of the 


structure involved. 


That in carcinoma the one of control lost is , small, 


a partial capsule is supplied, while in sarcoma this 
sympathetic control is unable to form even a rudi- 
mentary capsule. 

The difference between a benign and a malignant 
tumor consists ee in the a of its capsule. 


— 


-UREMIC POISONING, OR THREATENING 
ECLAMPSIA. 
By C. A. DANNAKER, M.D., 
"KANSAS CITY, MO., 


| PROFESSOR OF OBSTETRICS, MEDICO- CHIRURGICAL COLLEGE AND WOMAN’S 
MEDICAL COLLEGE ; PHYSICIAN- IN- CHARGE AGNEW HOSPITAL, WITH 
MATERNITY ENT. 


As a teacher of obstetrics and physician-in-charge 
of Agnew Hospital, Kansas City, Mo., I try to impress 


my students that their duty to their patients is not 


only during the period of the active stage of labor, but 
that the most important fact is to see and impress 
upon the patient and her immediate friends that her 


physical condition must be observed, and scientifi- 
cally arrived at weeks before her expected time of 


 eonfinement. 
The first of all examinations that I insist on is the 


urinary secretions. How many obscure symptoms 


could be cleared up if the patient was told that 

not only constipation must ‘be avoided, but that the 
secretions from the kidneys must be analyzed and 
accurately noted. Physicians are too phlegmatic in 
this particular examination, thinking that it is med- 
dlesome midwifery, or even charging their brother 
practitioners with the same. 
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a doubt very shai the deep impressions that the 
teachers of obstetrics make upon sage r audience of this 


very necessary examination. It is a point that I re- 


iterate, and have each student make and report on this 
examination in writing. If any member of this so- 
ciety has stood by the bedside of a patient and seen 
her in eclampsia, and had neglected to examine the 


secretions from the kidneys previous to her confine-— 
ment, and if he has had the opportunity, he knows 
that he is responsible for that condition, and that the - 
laity will hold him ater responsible for the 
outcome. 

This is the reason that when suitenta are thee to 
a-proper hospital with the modern environments, with 
a clinical chart, having a space to be filled with ac- 


curate notes of urinary analysis, it shows precaution 
and anticipation of what may occur. At the Agnew 
Hospital we have this modern bedside chart, impress- 
ing the attending physician that not only diet, bowels, 
temperature, pulse, respiration, but the space for not- 


_ ing the scientific character of the secretions from the 
kidneys must be filled out to show that this particu- 
lar secretion has been investigated. One of these 
bedside charts I present to you filled out properly 


from bedside observation of a case of maternity; age 


18; weight 130 pounds; primipara, who came under 


olweevation June 11, 1897. At the first examination 
of the urine, the specific gravity 1006; quantity passed 
in twenty- four hours 35 ounces; reaction acid; no al- 


bumin by heat or HNO,. . Color light straw, but al- 
buminous reaction by the ferrocyanide potass. test. 
Urea .06, or 102 grains in twenty-four hours. When 
compared to weight of body—130 pounds—390 grains 


of urea that should have passed in twenty-four hours, 
showing a deficiency of 288 grains of urea. In the 


field of the microscope was found granular casts, and © 


by Esbach test one-fourth of one per cent. albumin. 
“This was a warning.” What was before my patient? 
A condition leading up to eclampsia. The patient 
was constipated, but not unduly so from the stand- 
point-of a chronic constipated female. 

It this scientific examination of the patient had Rot 
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been thoroughly gone into, what important fact 


would not have been recognized? The fact of dam- 


ming up of urea in the system would have been over- | 


looked, making its impression upon the nervous sys- 

tem, presenting obscure symptoms, so that when the 
explosion of eclampsia had taken. place, we would 
have then said, why, we had the bowels opened, and 
now it is time for blood- ‘letting; verat. viride, elate- 
rium, chloral, or different remedies that would pre- 


sent theakelven to the bewildered mind of the attend- 
ing physician. 


The thing, gentlemen, to impress upon the mind — 
of the woman who is to become a mother is the prac- 


tical outlook for herself and child in anticipating the 
condition of her health weeks before the expected 
period, not waiting for the inevitable, as nature pre- 


pares for the great act of maternity, but recognizing 


the fact that the kidneys, bowels, skin are inter- 
Changeable in their functions. 


‘As surgery has advanced by close obsicevations of 


cleanliness, so obstetrical teachers must advance on 


the same line. Does any intelligent operator think 


for one moment of an operation without noting 


whether he has a surgical kidney, or a weak heart, or 


any obstruction to the arterial or venous circulation? — 


So we who approach the bedside of the maternity case 
must examine the secretory organs, or any of the ob- 


jective or subjective symptoms that will help us to — 


make a favorable diagnosis. 

The laity demands it of us, and from our standpoint 
we must make such impressions that will lead the 
mother to consult us. early in her pregnant condition, 
so that we can have all the opportunities to investi- 
gate and assure her of a favorable outcome. 


- In the case to which I have referred, who can doubt, 5 


when looking at the chart, her mind wandering, per- 
fect indifference to her baby, slight twitching of the 


muscles of the mouth, the high temperature, that if 


her secretions had not been compelled to act, this 
case would have terminated fatally. It was by 
watching the secretions, giving saline cathartics, 
keeping the bowels opened, not forcing the kidneys to 
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act, but allowing the skin and alimentary canal to 
balance the deficiency of the kidneys to even up the 
secretions, and thus getting rid of the urea that was 
and is the foundation of the convulsions that we 
dread in these cases of eclampsia. | 

Why is it that in these cases of maternity, when 
urea accumulates in the system, we do not have the — 
lumbago, sciatica, or muscular rheumatism? But we 


do have the occipital headache, the nausea, the par- 
tial blindness or scintillation of sparks: before. the 
— eyes, the cardiac dyspnea? 


We have not proceeded far enough in the mysteries 
of physiology,, or perverted physiology named 
pathology, but we do know. that if we sweat, purge, 
and thus control the nervous symptom, we can hold — 
out a favorable prognosis in all these cases to the 
friends; otherwise, if we hesitate there will be im- 
pairment of the secreting epithelium of the kidneys, 
and it may be damaged for good, thus producing re-- 
mote effects upon nerve cells, undergoing such 
changes that paralysis of the great nerve anne to 
the heart and lungs may result. | 

In this case, when the temperature would rise to 
104 and 105, I immediately increased the purging and 
used hot packs to the whole body, giving strychnine 


_ sufficient to keep up respirations and heart movement. 


The temperature would be reduced, until at one time, 
the outlook being favorable, it ranged from 99 to 102, 
and the quantity of urine from the kidneys increased 
from total suppression to three pints in weary: four 
hours. | 

On August 22, 1897, the temperature rose suddenly 
to 105 without any previous warning ii complete 
cessation of urine. 

The patient suffered no pain, mind clear, but bowels 
and kidneys refusing to act, I then turned my atten- 
tion solely to control the abnormal heat; the respira- 
tions were so irregular that they could not be counted. 
At 8 p. M. I placed an ice pack to the occiput and cer- 
vical spine, meanwhile giving 1-50 grain strychn'n2 
every hour. The pulse was not particularly feeble or 
frequent, 112 per minute, but the respirations wav- 
ered indistinctly, so that they could not be counted. 
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The nurse followed the directions absolutely. The — 


temperature did not show any reduction until 6 a. M. 
August 23, 1897, when it dropped to 100, pulse im- 
proving and respiration becoming distinct. 

Can we attribute the recovery of this patient only 
_ to the careful observation of every symptom? Could 
it have been so thoroughly carried out in the ordinary 
family? For there is no doubt in my mind this life 
- was saved by close attention to all the functions. 


Keeping in mind that the urea accumulated in the E 
system and was detected by the test, by not forcing 


_ the kidneys, but by relieving the congested epithelium 
of the tubules, and making the bowels and skin do 


their extraordinary work, BccemipHsnes a successful 


end. 


The reason for reporting this case is not so einch to 
parade the use of drugs, but the necessity of record- 
ing symptoms and bearing in mind that when the 


function of one organ is at fault — it and thus | 


_ prepare for the future. 


It is criminal on: the part of hésband and mother 


to drift along and just before the delivery of the child 


to call the doctor and expect him to assume all re- 


sponsibilities. 


When I am engaged to attend a case of <adoeiey 


I examine just the same as if there was to be a sur- 
gical operation. First getting the quantity of urine 

for twenty-four hours and carefully making an analy- 
' gis, then using the pelvimeter and recording the same. 
This clears up any doubt one may have of the diame- 
ters. 

For we know that, the per cent. of urea tells each 
day the rise and fall of nitrogenous material being 
excreted, tells us if the liver and digestive organs are 
normal in their functions, so does the detecting of 
granular casts, pus cells, and if hyaline casts are 
found, just so the danger increases. 

This examination for urea in all cases, no matter 
just what the specific gravity may be, is essential to 
every student of medicine. The busy practitioner 
will examine the urine, not trusting to heat, acetic 
acid, or HNO,, but will use picric acid and ferrocy- 
anide potass. By these tests you become doubly sure. 
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We find in our medical literature much about the. 
use of drugs at the time of the eclampsia, but how 
little do we find about the reiteration of being posted 
about your case before delivery. It is too true that 
we are not always called in time, but when We are so 
called and we detect the deficiency of urea, then by 
the purging, the hot pack properly applied, we, as— 


_ the attendant, can overcome the terrible convulsions : 
that are threatening our patient. 


I have not called your attention to the objective 
symptom, albumin. That is a symptom purely, by. 
the Esbach test. It showed in my case from 4 of I 


per cent. up to 5 per cent. This condition is due to the © 
renal epithelium permitting the serum albumin to — 


escape, proving how badly the epithelium is affected | 

by preventing the normal secretion of urea. 
Just as soon as the skin and bowels acted, relieving 

the epithelium and permitting it to recover its normal 


condition, the urine becomes more plentiful and the 


albumin reduced in amount. The remedy is to get 
rid of the urea, and the symptom albumin in the urine 
will disappear. | 

Gentlemen, let me, in closing, reiterate, impress 
upon the laity, that the observation of your case weeks 
before the expected period will relieve you very much 
of the terrible feeling ‘that you ‘have left undone what 


you could have done to preserve the life of your pa- 
tient.. 


A CLINICAL CONTRIBUTION TO THE SURGERY 


OF THE URINARY, BLADDER, AND PERITO- 
NEUM. 


By J. E. ie Jr., M.D., 
OMAHA, NEB. 


One Friday morning during the past summer a man 
sixty-five years of age was brought to the hospital. 
He gave the following history: At about 9 o’clock 
at night on the preceding Sunday, while in his yard 
attending to a horse, the animal kicked him in the 
lower abdomen, knocking him down. He lay unable 
to rise until 4 o’clock in the morning, when he man- 
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aged to reach his house, only a few yards distant. 


The man had urinated at 3 o’clock in the afternoon | 


of the day of the injury. From this time until admit- 
ted to the hospital no urine had been voided, and al- 


though suffering considerable pain, the treatment 


had consisted merely in what the family and neigh- 
bors furnished, viz., hot applications to the abdomen 


and the administration of “salts.” As a result of this 
he had been made fairly comfortable and the bowels | 


had moved several. times, the last only a few hours be- 


fore leaving home. A physician had seen the patient. 
on Thursday night, and, misunderstanding the history _ 


of the injury, supposed he had a case of rupture of the 


urethra to deal with. An attempt to pass a catheter | 


proving unsuccessful, the patient was ordered to the 
hospital. Upon examination I found a rugged, well- 


_ framed man, in fairly good general condition. There 
much restlessness, however. Pulse 95, rectal tem- 


perature 99.4 degrees F. The skin was of the goose- 
skin variety (prominent papille). The abdomen was 
distended and rather painful to pressure, but not ex- 
-cessively so. The distention was clearly caused by the 
presence of free fluid in the peritoneal cavity. Upon 
passing a metal catheter a few drops of blood, fol- 
lowed by a like quantity of clear urine, escaped. The 
bladder was evidently contracted. A diagnosis was 
simple—intraperitoneal rupture of the bladder, with 
an accumulation of four and one-half days’ urinary 
secretion within the peritoneal cavity. 

As soon as possible, the abdomen was opened after 

the prescribed fashion, anda gallon or more of clear 
- fluid evacuated. A few pale-looking clots were re- 
moved from the pelvis. There was not the slightest 
evidence of peritonitis. The rupture of the bladder, 
one and one-half inches long, was partly intra-, partly 
extra-peritoneal; it was in the median line and through 
the fundus. There were also several radiating rents 
from the center of the intra-peritoneal portion of the 
rupture, but these only involved the peritoneal and, 


to a slight depth, the muscular coats. The bladder 


wound was repaired, the peritoneal cavity flushed 
with hot normal salt solution, about two quarts of 
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which was allowed to remain. I closed the incision 


go as to make the site of the bladder injury extra- 


peritoneal. It was thought best to buttonhole the 
membranous urethra and give rest to the bladder by 
means of a large rubber drain. | 

The further history of the case is short, but inter- 
esting. On the afternoon of the day of operation re- 
action was good. In the evening the pulse was 100, 


rectal temperature 99 degrees F. There were com- 


mencing twitchings of the extremities. Repeated con-. 
vulsive seizures followed in the night and early morn- 
ing; the man died in a comatose state during the fore- _ 
noon. The kidneys secreted freely up to the time of 


“dissolution, as evidenced by the free flow of urine from 


the peritoneal tube. There was no clinical sign of 


peritonitis. To my mind, this was clearly a death 


froin poisoning, due to the absorption by the perito- 
neum of some of the constituents of urine. After a 
careful search through the literature at my command, 
a single case in point was discovered, — by 
Reginald Harrison. 

A man had a ruptured bladder. There was an-ac- 


cumulation of urine in the peritoneal cavity, easily 


recognizable by percussion and palpation. A silver 
catheter was introduced and thirty ounces of clear — 
urine drawn off, the abdominal dullness and fluctua- 
tion entirely disappearing. A catheter was subse- 


quently passed night and morning. The patient re- 


mained in good condition, pulse 80 and full, without 
tenderness on pressure over the abdomen, for ten 
days, when, without warning, he was seized with a 
severe attack of convulsions, rapidly followed by coma. 
In about one hour after the introduction of a catheter 
and the removal of twenty ounces of urine, conscious- 
ness returned. On the following day he was again 


attacked in a similar way, and upon the second day | 
he was seized with more violent convulsions and sank 


in three hours in a comatose state. At the post- 
mortem about four pints of clear fluid welled up 
through the incision. The bladder was found con- 
tracted and a laceration of its posterior surface two 


inches in length. In other respects the organs pre- 


sented no morbid change, 
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_ Harrison, after calling attention to the great length 
of time his patient lived,—sixteen days after injury, 
having been injured three days prior to admission 
into the infirmary,—also the absence of all signs of 


peritonitis, asks: Could the death of the patient be 


attributable to peritoneal absorption? 
Normal urine will not cause suppuration when in- 
jected into the tissues, even when accompanied by 
- considerable tension. The experiments of Menzel, 
Keyes, and Wegner! have positively proven this. 
Neither will it cause peritonitis when injected into 


the peritoneum. Death following rupture of the blad- 


- der is-usually caused by septic infection, whether the 


injury be an intra- or extra-peritoneal one. The infec- — 
tion is the result of a pre-existing inflammation of the 


urinary tracts, or is an infection conveyed by the sur- 


 geon in his attempt to make a. diagnosis or give his 
patient relief. Peritonitis may in these cases be caused — 
by a macerating or denudating of the endothelium of 


_ the peritoneum covering the intestines. As a result, 
according to Grawitz, certain germs from the interior 

of the bowel gain entrance into the peritoneal sac. 

_ Shock and perhaps death following soon after an intra- 


peritoneal rupture of the bladder is due to irritation | 
_ of and pressure upon the sympathetic nervous system. 

Hare’s experiments upon dogs go to prove this, and 
Price has also attributed the reaction from the pro- © 


found shock of ruptured tubal pregnancy to be due in 
great measure to the removal of the blood pressing 
upon the sympathetic system, as well as to the stop- 
ping of the hemorrhage. — 


There is no intention upon my part to repeat the 


well-known history. of the surgery of rupture of the 


bladder; it can be found in the books. I wish only 
_ to emphasize a few facts brought out by the rather 
unusual case reported. 


1. The healthy urinary apparatus. 

2. The escape from catheter infection. - 

3. The consequent absence of peritonitis. 

4. Was not a faulty technique employed, and in con- 
sequence convulsions followed, wart might possibly 
have been avoided? 
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In teference to the latter: Before commencing my 
operation there were slight evidences of so-called ure- 


mic intoxication (restlessness and the peculiar skin), 


but their import was not recognized. After evacuat- 
ing the pent-up urine from the peritoneal cavity, was 
not a mistake made in leaving two quarts of the nor- 
mal salt solution in the cavity? I think so; because 
precipitated urinary elements adherent to the perito- 
neum, and not easily removed by our ordinary irrigat- 
ing process were necessarily favorably rendered easy | 
of rapid absorption. The peritoneal 
have been swept dry before closure. 


DISCUSSION. 
Dr. JoHn Boyce, Denver: I would just like to say that I 


hada somewhat similar case to the one the doctor reports some - 


years ago in a hospital here, in which a woman attempting to 
perform an abortion upon herself took a piece of slippery elm 
bark about eight inches long, thought she was putting it into 
her uterus, I suppose, but put it into the bladder instead, rup- 
turing the bladder; I cut down upon it and found a rupture 
about three-quarters of an inch long. It was some years ago, 
and I have forgotten the little details in the case, except-that 
I wish to say that this was a similar case with a similar result, 
and that there was also no evidence of peritonitis whatever. | 
I stitched up the rupture, and the woman died within thirty-six 
hours, I think, from the time I did the operation. _ 

Dr. NILES, Salt Lake City: The doctor criticises himself for 
having left the normal salt solution in the peritoneal cavity 
instead of leaving it dry. While it may be better to leave the 
cavity dry, still it is doubtful. The question of uremia, it 
seems to me, is the most plausible exp:anation of the case. 

Dr. SUMMERS, in closing: I was in hopes that I would hear 
something about what the line of practice should be in a case 
of this kind. Of course, I know, in common with other sur- | 
geons, that it is sometimes good practice to leave salt solutions 
in the abdomen. I do it myself. But I believe in a similar 
case to this it would be unwise to doso. I think I made a mis- 
take. I think it is something well worth remembering, cer- 
tainly it will be to me, and that these symptoms were due to 
absorption from the peritoneum I think is almost positive, 
kecause the kidneys acted freely, as was evidenced, as I said, 
by the discharge through the buttonhole in the urethra. It is 
rather uncommon that such a condition should take place, and 
for this reason I called attention to it. It is a simple affair, 
but one I think possibly well worth remembering. 

Dr. EASTMAN, Indianapolis: It is true the discussion has 


closed, but Dr. Summers criticised himself for leaving in this 
saline co'u ion. I am of the opinion that he did not err in leav- 
“jing it in. I am of the opinion that saline solutions are abso- 


lutely harmless in such cases, and can do no harm if they do 
no good. In such operations as that I am in the habit of using 


a large tube with many large openings in it, which we call - 
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“Jacob’s well,” through which I pour a large quantity of water, 
so that I have the advantage of a constant flow of water, run- 
ning gallons and gallons through such a spot as the doctor. 
has described, and ever leaving saline solutions, and I cannot 
think he erred in leaving pure sterilized saline solutions in the 
cavity. I put them into the tissues in transfusion or infusion, 
whichever it may be called, and I have never seen any harm 
come from it. | 


SURGICAL CONCEPTION OF PERITONITIS. 
By H. D. NILES, M. D., 
SALT LAKE CITY, UTAH, 
GYNECOLOGIST TO THE HOLY CROSS HOSPITAL. 
_ All thoughtful students searching for the cause of 
the mortality and imperfect results attending intra- 


peritoneal surgery must ‘be convinced that our next o 


advance is likely to come from a clearer conception 
of the important role played by the peritoneum in 
the presence of pathogenic germs. Already no ex- 
perienced operator expects any mortality in clean | 
cases. He knows, too, how best to provide against 
secondary hemorrhage and ventral hernia. The dan- 
ger from shock he has reduced to the minimum by 
timely operation, lessened exposure, and dexterous 
work. But those cases in which the peritoneum is 
already infected, or where infection is unavoidable 
during an operation, are still a constant source of 
anxiety, and furnish a large proportion of the fatal 
results and imperfect cures. We cannot hope in the 
presence of such infection that any amount of prelimi- 
nary washings or sterilizations, however complicated, 
or any peculiarity of route, incision, or ligature, how- 
ever ingenious, will: materially modify or improve our 
results. The peritoneum is very unlike any other 
tissue in the body. Awaiting the positive knowledge 
that advances in the special pathology of peritoneal 
diseases may give us, our idea of the behavior of the 
peritoneum in the presence of pathogenic germs is far 
from complete or perfect, and mostly made up of in- 
ferences and conclusions formed in the operating 
room. But such a guide as it is, we must follow as 
best we can in our management of these cases. 
From different standpoints the physiologist, bac- 
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teriologist, pathologint anatomist, physician and oth- 


ers have viewed this subject, and expressed widely dif- 


ferent conclusions as to the etiology, pathology, classi- 


fication, prevention, and treatment of peritonitis. The 
practical surgeon, interested only in the welfare of his 
patient, cannot blindly endorse or ignore these theo- 


retical conclusions. To him their practical value de- 


pends upon their aiding him el save life and —_ee 3 
suffering. 


Realizing that this association is made up of opera- 


tors, I shall not tire you with quotations from authori- | 


ties with which you are probably already familiar, or 


with theories that are still untested, but will attempt | 


to crystallize into as few words as possible what seems 
to me to be a practical conception of peritonitis from 
a surgeon’s standpoint, and the relative practical 


value of those methods of treatment that a moderately . 
large experience has led me to depend upon. We 


know that peritonitis, like all other inflammations, 


' ds of microbic origin. In over 90 per cent. of all cases 


the vermiform appendix or the fallopian tube are the 


channels through which the pathogenic germs reach 
_ the peritoneum. -In less than 10 per cent. the infec- 
tion is from other sources, such as duodenal or ty- 


phoid ulcer, gall stone, perforation, pressure of neo- 


plasms, etc. The source of the infection, the route by 


which it reaches the peritoneum, the history of the 


case, and the relative severity of the local and general 


symptoms, combined with the conditions revealed at 
the operation, are sufficient to give us a good idea of 


the strength and character of the infection, without 
wasting time during an operation in the attempt to 


determine the specific causative germ, or in other use- 
less speculations. 

The diagnosis of peritonitis, the indications for 
surgical interference to supersede medicinal treat: 
ment, and the most favorable time to operate, are 


questions that we can only refer to in the briefest - 


possible manner. Among the few conditions that 
may be confounded with peritonitis are hepatic renal 
or lead colic and gaseous distention of the stomach 
or bowels. The history and duration of the disease, 
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the pulse, temperature and local signs of inflamma- 
tion ought to render the diagnosis comparatively easy. 


Excluding idiopathic peritonitis as being only a 


theoretical possibility, and not a practical reality, all 
eases demand surgical counsel. Each year the teach- 
ings of pathology and clinical experience have nar- 
rowed the limitations of medical treatment and 
widened the scope of operative measures, until at the 
present time it is safe to say that 90 per cent. of all 


- cases should be referred to the surgeon sooner or 
tater. In determining upon the most favorable time 


to operate, I’ believe that one should be influenced by 


the channel of infection, the character and acuteness 


of the inflammation, and the general symptoms and. 
condition of the patient. 
_ For example, the time to operate in appendicitis is 


as soon after the diagnosis as the necessary prepara- — 
tions can be made, regardless of the existence of tu-— 


mors, suppuration, condition of patient, or any other 
consideration. In gonorrheal infection of the tube 


we are justified in most cases in- waiting until the 


acute symptoms subside; while in non-specific tubal 
inflammations no rule can be laid down, further than 
it is better when in doubt to err by operating early 
than late. 

In perforative peritonitis. every hour lost before 


operating increases the danger. From the twenty- 


fourth to the thirty-sixth hour 80 per cent. die; and 
nearly all, or quite all, end fatally if the operation is 
delayed twelve hours longer. I believe, too, that the 


experience and skill of the operator should be consid- | 
ered in deciding ypon the time of the operation in> 
peritonitis. In other words, complete and perfect 


work almost always aids nature in the repair, while 


incomplete and imperfect work might retard or pre- 


vent such restoration as nature could have effected 


alone. QOne should try to judge fairly of their experi-_ 


ence and dexterity, as well as to study the condition 
of the patient, in estimating the chances of early or 
delayed operative procedures. 


Much of the confusion that exists regarding our 
conception of peritonitis has arisen from the different 
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systems of classification that have been proposed. I 
believe that it will suffice for the operator interested 
only in such classification as will best guide him in 
his work if he dismiss these divisions from his mind 
and simply regard peritonitis as either circumscribed 
or diffuse, acute or chronic. As all varieties are mi- 
crobic in origin, and as our object is to remove as far 
as we can all infection, break up adhesions, and clear 
the peritoneal cavity, it is not material as to the par- | 
ticular causative germ, the exact location of the dis- 
ease, or whether it is pus, lymph, or devitalized tissue 
that is to be removed. He should remember, how- 
ever, that it is important to recognize a circum- | 
scribed abscess, in order to evacuate and clean it 
before breaking its walls on the peritoneal side. 

The operation decided upon, one should bear well 
in mind the special requirements of intraperitoneal 
surgery as compared with those of general surgery. 
Assuming that the operator is familiar with the prin- 
ciples of modern surgery, general anatomy, physi- 
ology, and pathology, and has a working knowledge. 
of some efficient method of sterilization, his success 
will depend upon his conception of the special role. 
played by the peritoneum in the presence of patho- 
genic bacteria, and his ability to meet the special re- 
‘quirements thus indicated. No tissue in the body is 
so delicate and sensitive, or so responsive to good or 
bad treatment, in powerfully aiding or opposing our 
surgical endeavors. Under favorable conditions no. 
tissue can meet’ and so surely overcome a certain 
amount of infection. In anormal state its anatomical 
relations and physiological peculiarities render it es- 
pecially adapted to oppose any microbic foe. Yet, 
under unfavorable conditions it becomes simply a gate- 
way through which the general system may in a few 
hours be overcome with sepsis, as in the so-called 
septic peritonitis of Senn. 

Fatal post-operative peritonitis, iiaiaite or partial 
obstruction of the bowels, due to kinks, angulations, 
or constricting bands of adhesion, local abscesses, 
persistent sinuses, fecal fistulas, and the great major- 
ity of grave complications and sequele, leading to a 
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fatal issue, secondary operation, or unsatisfactory re- 
sults, are not in these days often caused by errors in 
sterilization, choice of route, ligatures, or methods of | 
suturing. To prevent these evils our main reliance 
must be upon complete work and the securing of the 
most favorable conditions for the peritoneum to per- 
form its phagocytic, reparative, and eliminative work. 
The methods by which we strive to obtain these favor- 
able conditions may conveniently be outlined under 
the following headings: | 


1. An empty alimentary canal. 

2. A small incision. 

_ 3 A minimum amount of exposure and manipula- 
tion of the peritoneum. 


4. The breaking up of all adhesions and removal os 


of infected tissue. 

5. The perfect repair of all injuries and the cover- 
ing with peritoneum all denuded surfaces. 
6. Thorough flushing with physiological salt solu- 
tion if the sepsis is virulent or extensive. 
7. The removal of all debris, clots, and devitalized 
tissue. 
 §& Drying the abdominal cavity and closing the 
abdomen without drainage. | 
~The alimentary canal should be absolutely empty 
on the day of operation, and for some days afterwards 
should be used only to establish an outward current | 
of the body and peritoneal fluids by means of salines, 
administered both by the mouth and the rectum. A _ 
reversal of this current is produced when the fluid 
balance is on the other side, as when the tissues are 
dry after a hemorrhage or the intestines are distended 
with fluid or gas.. Such cases are always regarded 
with apprehension, and the patient is almost certain — 
to die of sepsis, unless by increasing the tissue or © 
circulatory fluids by the injection of salt solution 
and the employment of the long rectal tube, lavage 
or other means we are to restore the fluid balance 
and re-establish drainage through the bowels. More 
than any other structure in the body, the peritoneum 
is sensitive to exposure to changes in the tempera- 
ture, and is irritated by handling or contact with any 
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Hirata body. Hence, the operating room ee be 
kept warmer than for other operations (my own room 
is kept at 85 F.), and, as far as compatible with com- 
plete work, the incision should be small, the exposure 
‘slight and for as short a period as possible. No 
germicidal solution should ever be used, and our fin- 
gers should be trained to do their work quickly and 
lightly, striving to do the most effective work in the 

quickest time, with the least consistent 
with completeness, 

Operating through a small incision, with a mini- 
mum amount of exposure and handling of the peri- — 
toneum, implies a dexterity that is not to be acquired — 
in books alone. But such dexterity can be attained 
by all who are sufficiently in earnest in undertaking 
this specialty and in the welfare of their patient, to 
first prepare themselves by serving a long apprentice- 
ship as assistant, and afterwards availing themselves 
of every opportunity to educate their fingers by in- 
testinal work upon the cadaver. To my mind, this — 
preparation is most important, and I feel that it is 
only fair to say that those who are unable or unwill- 
ing to take this preliminary training are not prepared’ 
to attempt abdominal surgery, or at least are only 
justified in doing so in emergency cases, where no 
experienced man is available. 

It is most essential that all infected tissue be re- 
moved, adhesions broken, bowel injuries repaired, 
and, as far as we can, all denuded surfaces covered 
with peritoneum. I am convinced that we are prone 
to underestimate the importance of this part of the 
operation. The walls of circumscribed abscesses, 
after being cleansed, and, if advisable, treated with 
peroxide of hydrogen, should be fully opened and the 
parts left in as nearly their normal condition and rela- 
tion as possible. That conservative treatment which | 
implies limiting our work to opening these abscesses, 
or excising only a portion of diseased tubes or ovaries 
and attempting to repair what remains, I am certain 
subjects our patient to additional dangers. Complete 
work not only lessens the dangers of local infection, 
howel, or omental adhesions, etc., but it leaves the 
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peritoneum as a whole unhindered to perform its im- 
portant new functions in promoting repair. Feeling . 
that we are so dependent upon complete work for suc- 
cess, and believing in small incisions and relying upon 
the fingers rather than the eyes, I rarely find occa- 
sion to employ the Trendelenburg posture or. the vag- 
inal route. The former requires a large incision and 
leads us to rely upon the eye to accomplish that for 
which our unaided fingers have been especially 
trained, and which as a rule cannot be done so well 
_ by the addition of any other means. This is difficult 
_ for some to understand or believe, but I believe that 
it will be found true. © 
As it is safe to assume that adheiions to a greater 
or less extent exist in every case of peritonitis, and 
that these and other probable complications of any — 
old or new diffuse or local inflammation cannot be 
~ reached and satisfactorily treated from below, no one 
who regards the treatment of these complications as 
essential to success in saving life and restoring health 


will select the vaginal route. Those who attach a 


greater importance to the position of the scar, the 
advantage of the vaginal drainage, and the length of 
time in bed will continue to work from. below in spite 
of the protests of those who view these factors ee. 
ferently. 

If the foregoing have been taken, the 
peritoneum may be safely trusted to take care of all 
low-grade localized infection. But in a general sup- | 
. purative peritonitis, or a virulent local infection, 
flushing alone can save the patient. To be effective, 
the flushing should be most thorough, passing eight 
or ten gallons of: normal salt solution, in a moder- 
ately large and strong current, through a stiff tube 
to every part of the peritoneal cavity, care being — 
taken that no recess, however remote, escape, especial 
attention being paid to the ihiac fosse and the cul-de- 
sac of Douglas, where debris is most likely to gravi- 
tate. By this means we change a concentrated poi- 
‘son, with a limited area of peritoneal surface to oppose 
+ to a diluted poison with a large area of peritoneal 
surface to oppose and control it. 
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If our work has been thorough and no water, gauze, 


- glass, or other foreign substance left in the abdomen ~ 


to embarrass the repair work of the peritoneum, all 
these cases will get well, unless they were over- 
whelmed with sepsis before the operation. 

Drainage is not recommended. First, because it 
means a foreign body in the peritoneal cavity, which 


is always detrimental. Secondly, the drainage by 


any artificial means is always insignificant compared 
with that which must necessarily be accomplished 
through natural channels. The alimentary canal 
must be relied upon for drainage. Thirdly, there is 
always some danger of infection along the track of 
the drainage, in spite of all precaution. This is par- 
ticularly true in those cases where we may be most 


tempted to use drainage, viz., in pus cases, for here 
we have a certain infection in the lower end of the 
‘tube and a possible one at the upper end, with tissue 


of low vitality constituting the walls to oppose the 
invasion of sepsis. There are two exceptions to this 
rule. One is when the rectum is perforated or in- 
jured where it cannot be repaired, and extravasation 
of fecal matter is liable to occur. In such cases a 
glass tube should be introduced. Gangrenous or in- 
fected tissue that cannot be safely removed, but can 


be brought near the abdominal wall, is an indication 


for an open wound, packed with gauze, as in suppura- 


tive appendicitis. Two reasons have been urged for 
leaving water—another foreign body—in the perito- 
neal cavity after operation. One is that it prevents | 


adhesions by keeping denuded surfaces apart, and the 
other that it is quickly absorbed in the circulation — 
and is useful in case of shock. As the water cannot 
be absorbed and remain in the abdominal cavity, too, 


one of thesé reasons must be fallacious. I believe 


that both are fallacious. For if we were guided by 


the rules of modern surgery I am sure that we would 


not use such a good culture medium for the dressing 
of fresh wounds, or select the washings of a septic 
cavity to filter into the circulation to overcome shock. 
If shock occurs during an operation stimulants may 
be administered hypodermatically and fluids intro- 
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duced into the tissues or general circulation; but no 
fluid should be thrown into the rectum, and the peri- 
toneal cavity should be made dry before the abdomen 
is closed. 

Throughout the whole surgical management of 
peritonitis, from the beginning of the preparatory 
treatment to the conclusion of the after-treatment, 
we must realize that our efforts, however earnest, 
must of necessity be limited to the removal of so much 
of the infection as the existing conditions permit, and 
the placing of the peritoneum in the most favorable | 
condition to adapt itself to the pathologic changes, 
and to carry on the protective and reparative work 
which we simply begin. The foregoing opinions are 
not to be interpreted as an unqualified endorsement 
of any code of. inflexible rules, unlikely to be im- 
proved, but rather to express the motive that should 
actuate us in modifying or devising methods of pro- 
cedure. Nevertheless, the particular methods re- 
ferred to, and others ‘that are implied, are not pre- 
sented to this association as merely speculative or 
theoretical procedures. During the past year espe- 
cially I have employed them in almost every variety 
of case and complications that one is likely to meet 
with. I have had no deaths, and in the few cases 
-. where recovery was incomplete or the convalescence 
interrupted by complications they were abkways at- 
tributable either to my timidity, lack of skill, or to 
conditions that could not be foreseen or overcome, 
and should not be counted against the methods or 
the motive that prompted their employment. 

Tshall not attempt to strengthen your faith in these 

methods by giving the histories of any wonderful 

eases or marvelous cures. The question of means is, 
or should be, secondary to motive. Further progress 
in this branch of surgery is not to be accomplished by 
any number of ingenious devices, complicated in- 
struments, or peculiar methods, but by a more per- 
fect comprehension of the ‘special functions and 
powers of the normal and abnormal peritoneum, that 
we may intelligently assist nature by the simplest 
and most direct means. 
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If our work has been thorough and no water, gauze, 


glass, or other foreign substance left in the abdomen 


to embarrass the repair work of the peritoneum, all 
these cases will get well, unless they were over- 
whelmed with sepsis before the operation. 
‘Drainage is not recommended. First, because it 
means a foreign body in the peritoneal cavity, which 
is always detrimental. Secondly, the drainage by © 
any artificial means is always insignificant compared _ 
with that which must necessarily be accomplished 
through natural channels. The alimentary canal 
- must be relied upon for drainage. Thirdly, there is 
always some danger of infection along the track of 
the drainage, in spite of all precaution. This is par- 
ticularly true in those cases where we may be most > 
tempted to use drainage, viz., in pus cases, for here 
we have a certain infection in the lower end of the 
‘tube and a possible one at the upper end, with tissue 
of low vitality constituting the walls to oppose the 
invasion of sepsis. There are two exceptions to this 
rule. One is when the rectum is perforated or in-— 
_jured where it cannot be repaired, and extravasation 
of fecal matter is liable to occur. In such cases a 
glass tube should be introduced. (Gangrenous or in- 
fected tissue that cannot be safely removed, but can — 
be brought near the abdominal wall, is an indication 
for an open wound, packed with gauze, as in suppura- 
tive appendicitis. Two reasons have been urged for 
leaving water—another foreign body—in the perito- 
neal cavity after operation. One is that it prevents © 
adhesions by keeping denuded surfaces apart, and the 
other that it is quickly absorbed in tlie circulation 
and is useful in case of shock. As the water cannot 
be absorbed and remain in the abdominal cavity, too, 
one of thesé reasons must be fallacious. I believe 
that both are fallacious. For if we were guided by 
the rules of modern surgery I am sure that we would 
not use such a good culture medium for the dressing 
of fresh wounds, or select the washings of a septic 
cavity to filter into the circulation to overcome shock. 
If shock occurs during an operation stimulants may 
be administered hypodermatically and fluids intro- 
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duced into the tissues or general circulation; but no 
fluid should be thrown into the rectum, and the peri- 
toneal cavity should be made dry before the abdomen 
is closed. 

Throughout the whole surgical management of 
peritonitis, from the beginning of the preparatory . 
treatment to the conclusion of the after-treatment, 
we must realize that our efforts, however earnest, 
must of necessity be limited to the removal of so much 
_ of the infection as the existing conditions permit, and 
the placing of the peritoneum in the most favorable 
condition to adapt itself to the pathologic changes, 
and to carry on the protective and reparative work 
which we simply begin. The foregoing opinions are 
not to be interpreted as an unqualified endorsement 
of any code of inflexible rules, unlikely to be im- 
proved, but rather to express the motive that should 
actuate us in modifying or devising methods of pro-— 
cedure. Nevertheless, the particular methods re- 
ferred to, and others ‘that are implied, are not pre- 
sented to this association as merely speculative or 


theoretical procedures. During the past year espe- — 


cially I have employed them in almost every variety 
of case and complications that one is likely to meet 
with. I have had no deaths, and in the few cases 
-where recovery was incomplete or the convalescence 
interrupted by complications they were always at- 
tributable either to my timidity, lack of skill, or to 
conditions that could not be foreseen or overcome, 
and should not be counted against the methods or 
the motive that prompted their employment. 

T shall not attempt to strengthen your faith in these 
methods by giving the histories of any wonderful 
cases or marvelous cures. The question of means is, 
or should be, secondary to motive. Further progress 
in this branch of surgery is not to be accomplished by 
any number of ingenious devices, complicated in- 
struments, or peculiar methods, but by a more per- 
fect comprehension of the ‘special functions and 
powers of the normal and abnormal peritoneum, that 
we mav intelligently assist nature by the simplest 
and most direct means. 
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DISCUSSION. 


Dr. W. ‘W. Grant, Denver: I would like to allude to one 
point in this excellent paper, and that is a statement by the 


doctor, that in appendicitis, all our operations should be 


done just as soon as the diagnosis is made, as I understand 


it, without any exception. I am very glad to see a gentle- 


man take a positive position upon this question. It is re-— 
curring constantly, and I think at the present time the pro- 
fession is about as much divided as to when we should 
operate, and in what cases we should operate, as they were 
two, three, or four years ago. I remember making a state- 


ment myself here, one or two years ago, that if every single 
 @ase’ of © appendicitis should be operated on as soon as the 


diagnosis was made, and -especially if made within twenty- 


four hours, the mortality would be less than it is by the 


present method. At the same time I am perfectly well aware 
that a great many cases get well without operation. That is 
a matter now of common knowledge; the point is to know 
what cases will get well without an operation, and what will 


not, and we have at the present time reached no settled diag- — 


nostic point by which we can determine that matter certainly; 
but the argument in favor of immediate operation is to me 


~c.ear and definite. It is that no matter what the future of the 
ease—we are unable at the present time to determine from 


even the mildest case what its fulure will be—they sometimes 
prove to be the most dangerous and terminate in death speed- 
ily, whereas, if operation is done in every single case, early 
and promptly, death would be the exception and not the rule, 


And when death occurs from this, it is a well-known fact that 
it occurs from perforation and from sepsis, usually septic peri- 


tonitis. That can usually be prevented by prompt and early 
operation. While there seems to be at times a great senti- 
ment against indiscriminate operation, I am still of the opin- 
ion that the rule formulated by Racleux is correct, that the 
operation should be done in every case if the diagnosis is made 


- promptly and early in its history. 


Dr. PARKHILL, Denver: The question which Dr. Grant has 
called up is one in which we are all interested, certainly. A 
result of my experience, however, does not coincide with that 


of Dr. Grant and Dr. Niles. I do not believe that all cases of 


appendicitis should be operated on the moment the diagnosis 
is made. In certain cases I believe that an operation should 
be done; but in others I think that it should not be done at 
that time and possibly not at all. Clinically, I think I can rec- 
ognize two well marked grades of infection in appendicitis. 
In one grade of infection it is virulent and we have the so- 
called fulminating appendicitis, cases in which the patient 
dies with or without operation. An operation in such cases 


simply brings discredit upon the surgeon. I have in mind a 


case which I saw within two weeks, which within twenty-four 
hours from the time I saw him had unquestionably a rupture 
of the appendix, was septic, with greatly distended abdomen, 
temperature a trifle above normal, andthe pulseabove 140, 
and an operation on sucha patient would unquestionably have 
hastened his death, although his death was inevitable in any 
event. In such a case I do not believe that we should operate 


at all, when the diagnosis is made, or otherwise, because 
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death is inevitable. In the other grade of infection, however, 
the lighter form of infection which we recognize, the condi- 
tions are not the same. In case the diagnosis is made within 


_ twenty-four or thirty-six hours in such a grade of infection, I 


believe that an operation should be done. After that time, 
in all probability the appendix has ruptured. In such a Case, 


however, nature protects herself by throwing out limiting ad-- 


-hesions and surrounding the material which is thrown out 
from this appendix and protecting herself in that way. At 
such a time, that is to say, after the period of thirty-six or 
forty-eight hours, after two, three, or four days, that case had 


better be left alone, because during that period these adhe- — 


sions are being thrown out and the wall surrounding this in- 
fecting material is being strengihened and that portion of the 


abdomen is being protected. If we interfere at such a time we’ 


simply break down those adhesions and probably facilitate 


infection without saving our patient. By leaving this case . 


four or five days, until it is completely circumscribed, then 
it is simply a matter of opening an abscess and every case, 
- practically, gets well. Iam notan advocate of indiscriminate 


Operations in appendicitis. I know of no condition in sur- 


gery which I think demands such nicety of judgment as to 
when to operate, how much of an operation to do, or whether 
to operate at all, as in a case of appendicitis. 
Dr. JoLtty: I would like to ask the doctor what his mor- 
tality rate is and how he discriminates between those cases. 
Dr. PARKHILL: It is not always possible, doctor, to discrim- 
inate in these cases. But in certain cases, and in many of 


the cases, I believe it is possible to discriminate. A case 


which starts up with a high temperature and a rapidly in- 
ereasing pulse, with great abdominal tenderness, a rapid dis- 
tention of the abdomen, is, as a rule, one of those grave 
cases of infection. Again, with comparatively low tempera- 
ture and low pulse rate, maybe reaching 100, and not great 
distention, it is probably a case of the mild grade of infection. 


Dr. PowrErs, Denver: I am sure that we are all very much 


indebted to Dr. Niles for bringing up this subject. It is perhaps 
as important as any subject that will be brought before this as- 
sociation during the session. Appendicitis is, in my mind, the 
most important, the most vital surgical subject which we 


are called upon to deal with at this date, and our ideas are 


certainly not yet definitely formulated. Dr. Niles arrays him- 
self with a growing number of men on this subject, men who 
are represented by Murphy, of Chicago, and by Deaver, of 
Philadelphia, and whose views are very well known, and who 


‘lay down the formula which Dr. Niles has expressed, to the | 


effect that every case of appendicitis is to be operated as soon 
as the diagnosis is made, even within twelve, eighteen, or 
twenty-four hours. Personally, while it seems that a growing 
number of men are getting on to this ground, it does not seem 
to me that as yet a sufficient number accept it to render us 
entirely safe in following it. I think that perhaps a middle 
ground may be followed, and that would be expressed by the 
thought that every case of appendicitis should be seen by a 
surgeon, in consultation, if you like, with the family physi- 


cian, from the very first hour. I think that the cases of ap-. 


pendicitis which the surgeon loses are, in nineteen instances 
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out of twenty, cases which he himself feels are seen too late. 
. Personally, since coming to this city, something like three 
‘ years ago, 1 have not lost a case of appendicitis which I had 
myself seen from an early hour. The only cases which I have 
lost were those cases of general suppurative peritonitis, acute © 
general peritonitis,—remember that I mean peritonitis in 
which the left side of the abdomen is involved, in which the 
process extends about the liver and about the spleen; in a cer- 
tain number of those cases I have operated, feeling that I had 

no right to deny the patient the very slight chance offered by. . 
operation. Those cases, cases of general acute peritonitis, in 
my hands always die. When the intestine is injected and red, 
when there is a red serous fluid in the abdomen and the pro- 
cess has extended to all parts of the abdomen, in my hands 
those cases always die. I think that we ought to watch these 
cases of appendicitis, to see them every six or eight hours, 
and the surgeon must see them from the very earliest period. 
I think that the physicians, especially the physicians of this 
town, are getting to more and more recognize the truth of 
this. I think also that we may very well adhere to an opin- 
ion which was formulated certainly three, four, or five years 
azo by a man who had done a great deal of work in this line, 

_ to this effect: That if in an ordinary case of appendicitis the 
symptoms did not tend to improve and to subside at the end 
of twenty-four to thirty-six hours, an operation will be safer | ; 

than to leave them to the chance of recovering. Certainly, I . , 
follow that rule myself. This is an association of surgeons, 
and every man here knows that the surgeon is very often — 

called afier a general peritonitis has developed. I myself have 
seen three such cases during the last three weeks in which I. 

‘was asked to consult by one of the physicians in town directly 
after the physician himself saw the case. One case I saw with 
Dr. Beck, at St. Joseph’s Hospital, about three weeks ago—a 
woman of 35 years, at the end of about a week of appendi- 
citis; the abdomen markedly distended, tympanitic; pulse 150, 

and the patient very nearly dead. A similar case I saw a> 
week ago with Dr. Carson, a girl of 15 years, at the end of 
eight days, with a pulse of 160—(allowance of five minutes up). 

Dr. GRANT: I would like to say one word more. After 
twenty-four hours, I should certainly agree, in the main, with 
the opinions which have been enunciated here by Dr. Parkhill 

and Dr. Powers, but I have distinctly stated that the rule to 
which I have subscribed is that operations should be done 
usually within twenty-four hours from the beginning, and 
oftener within two or three. Now if this is done, I think we 
would certainly get rid of this moriality which both of my col- 
leagues have alluded to as occurring because they have been | 
called too late. That argument will not apply if it is a gener- | 
ally understood rule that these patients, regardless of the char- | | 
acter of the disease, should be operated on promptly and early. 

At the present time there are no distinct, definite indications 

in many of these cases as to their future. It seems mild one 

day, and the next day the patient may die. Now, suppose those . 

patients are operated on promptly, you will get rid of this | 

constant dread and fear which is recognized by. everyone, | 
. - from the fact that they want to see those patients every few 

hours. I myself have not operated on every case that has 
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come within my own charge. I can recall a case within two 
months in which I was called after twenty-four hours, with a 
_ temperature of 103, in which I did not operate, and in which 
the patient got well: but that, it seems to me, does not dis- 
turb the soundness of the position which, if generally accepted, 
would save more lives than are saved by the present one. 

Dr. ALLIson, Omaha, Neb.: There was one point in the paper 
upon which I am not quite clear. I believe it was number 
three. The doctor refers to as much thoroughness as can. be 
accomplished by extreme gentleness—his exact words I do not 
quite remember. Now, it seems to me, if we are to be guided 
by the experience of Dr. McCosh, of New York, or by the ex- 
periments made in the Johns Hopkins Hospital, we must not 


be very gentle in dealing with the peritoneum in extensive - 


acute inflammatory conditions in that cavity. Those authors 
have recommended, practically, complete scrubbing of the 
bowel and peritoneal surface with aseptic cloths, scrubbing so 
thoroughly that every particle of inflammatory material ig 
removed, af.er which they repiace the peritoneum, and, as I — 
believe, do not drain. Now, if we are particularly gentle in 
dealing with the peritoneum under those circumstances, we 
will not remove the exudate, which is sometimes quite ad- 
herent. While this may not have been intended by the author, 
it was to my mind somewhat misleading in this part of the 
technique. One more point, and that is, I believe we must 
have a longer-incision than indicated by the author of the 
paper. Furthermore, I believe that for irrigating in these 
extreme cases we can be more successful, more thorough, in 
the use of a large amount of water. If we open on both: sides, 
make a small opening upon the side which is least inflamed, 
we do not add much to the shock, and in that way we can get 
more thorough irrigation. 
- Dr. Summers: The doctor makes a statement that as soba 
work can be done by the sense of touch as by touch and 
sight combined. At least, I understood him so to say. I. 
cannot see the philosophy of his argument. He also says that . 
with a patient in the prone position you can work as well as 
if he were in the Trendelenburg position, which is also con- 
trary to my experience in a gredt many cases. I think we 
ought to bring to our aid everything which will help us in our 
- work, and we should take advantage of anything which will 
contribute to the safety of our patient. For myself, speaking 
cf what I have seen in the hands of others, the very best work 
has been done by those who take advantage of everything at 
their command to accomplish the end desired. And for this 
reason I should not say that because perhaps one or two with 
world-wide reputation, having peculiar instinctive dexterity, do — 
successful work in this way that that is a reason why it should 
be the best way to do it. As to the subject of appendicitis, I 
Wi gy if I were to talk I would be perhaps as much embar- 
ssed as some of you have been who have spoken. But I 
_wish to say for myself, however, that two or three or four 
years ago, at a meeting of this society, when I had had a lim- 
ited experience (I think only about forty operative cases), I 
tcok the ground that every case should be operated upon. I 
want to say I have learned something. I have learned that 
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ject at that time’ was good sense. I have learned to appre- 
ciate it now, but I did not appreciate it at that time.. I believe 
myself that if every case of appendicitis were operated upon 
early—not as soon as diagnosis is made, but early after the 
beginning of the attack—that most all of them would be saved. 
An occasional life would be sacrificed because of a faulty tech- | 


nique, whatever it might be dependent upon. I believe that — 


about 50 per cent. of these cases—I am speaking now from 
what I know of the expsrience of a large number of general 
practitioners who do not operate but whom I know from my 
association with them to be good diagnosticians—that about 
50 per cent. of all these cases will get well and live to die of 
something else; that perhaps 25 per cent. remaining will have 
an absccss wh: ch at some time in its history will be amenable 
to surgical treatment and-successful treatment. We will have 
perhaps a small, and a very small, percentage of. these fulmi- 
nating cases that we see occasionally, and most of them will die. | 
I believe that is just about the condition of the subject as we 
know it to-day. But there is one thing that I want to call at- 
tention to that I have never seen mentioned in the books, a 
type of dangerous appendicitis (and it is usually found in chil- 
dren) in which the attack begins perhaps in a mild way, but 
within a few hours there is a rise of temperature, perhaps to 
102 degrees, and a rapid rise of the pulse up to, in a child, 140, 
in an adult 120, and then within twelve hours a drop which 
lul's us into a sense of false security; this is accompanied by 
a distended but soft abdomen. If you listen at the abdomen 
you can hear the peristaltic action. This is less evident over 
the cecal area than elsewhere. If you open the abdomen you 
will find a gangrenous condition. If you do not open it the 
patient will die in a short time of acute infection. If you open 
it a little bit later it will die of acute infection just the same. 
It is a rare form. I have seen, I think, four cases of it very 
recently, and it is really worthy of some consideration. There 
is not much pain on pressure. The abdomen is soft. There is 
no tumor. It has that peculiar rapid rise of the pulse seen 
after the beginning of the disease, and then a fall. The ab- 
domen is distended but soft. I have had four cases, and I had 
three within two or three weeks of each other, and it so im- 
pressed itself upon me that I called attention to it in a paper — 
that I read before one of our lccal sccieties not long since. 
Dr. SCHOOLER: I would like to go Dr. Summers one better, 
and say that 75 per cent. of the cases of appendicitis will re- 
cover without an operation. I have been taught that rather 
-yrécently by seeing the cases of an eclectic in the hospital who 
refuses to operate, partly because, perhaps, he doesn’t know 
how to operate, but it will take them from twelve to sixteen 
weeks to recover. How many of them will be recurrent cases 
I cannot tell. But I think that by prompt interference all of 
these cases that recover without an operation will have the 
time lessened very much by operative interference. I think 
that the class of cases that has been mentioned by my friend 
on the left here, that very much depends upon the infecting 
germs. Where the coli bacillus is the infecting germ I think 
that a large number of the cases will recover in from twelve 
to sixteen weeks without an operation. I think that 15. per 
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cent. of the remaining cases, or more, can be saved by opera- 
tion which would die without it, There are probably 10 per 

cent. of cases that will die with an operation. I think, of 
course, in all cases where the inflammation has formed a mass 
in the vicinity of the appendix and with the bowels obstructed 
that there should be an operation immediately. But the ques- 
tion arises, in case of operative interference, as to the time to 
operate. lf these cases are carefully observed you will find that 
the elevation of temperature and the pulse accompanying it be- 
come subnormal, or the temperature becomes normal, pulse 


_ becomes rapid, or above 120, that all those cases should be oper- — 


ated upon. I think there is no doubt of that. I cannot agree 
with my friend on the right, that where you find a thin serous 
fluid in the abdomen, with an injected wall and the intestine — 
inflamed, that all those cases will die. I do not believe that, 
because I have seen a number of those cases in my own prac- 
tice that have recovered. But I think it depends upon the > 
mixed infection. If you have the streptococci, you will have 
death probably in a large number of these cases, and yet a 
large number of these cases will recover. 3 

- Dr. Nixes, in closing: I am very grateful to the setinbérs of 
this society for the consideration they have given my paper. 
Of course I was quite prepared for a difference of opinion on 
the questions brought up in the paper. They have been and 
are likely to be for some time fruitful subjects for contention, 
and there will be every degree of opinion as to the radical or 
conservative measures proposed. The question that was dis- 
cussed at perhaps the most length was the time for operating | 
in appendicitis. Without any expectation of making any con- 
verts to what is a so-called radical treatment, i. e., operating © 
upon every case, I would like to present briefly my reasons 
for believing that it is better to operate on every case. All 


agree that there are cases to operate on, and some agree that — 


all should be operated upon. Those that agree that there is 
a time to select when to operate fail to tell us how we can de- 
termine that time. Well, they will say, when the adhesions 
are so and so, or when it has advanced until the pulse is 130; 

or, they will say when the temperature is so and so. But, 
gentlemen, those of you who have had a great deal of experi- 
“ence, and I think perhaps all or most of you have, when you 
put your hand on a hard abdomen, no matter how wise you > 
look and how wise you would like to be, there is very much 
concealed there that you cannot tell. There has been perhaps 
a rupture, a perforation of either the appendix or the surround- 
ing abscess. I think all of you will bear me out, and perhaps 
have had similar experience to mine, when I say that in a 
large majority of the acute cases I have not found things ex- — 
actly as I have anticipated. At the present time, then, I main- 
tain that our rules for determining exactly are not settled. I 
insist that there is a time that all can be saved, when every 
case of appendicitis can be saved, and there is a time when it 
is more favorable to operate than others; but for my own part 
I dare not rely upon my fingers or my judgment of symptoms 
to select that time. I believe that every case, or almost every 
case that we seein time can be saved. In the absence of some- 
thing more positive than the height of the pulse, or factors 
that can be gleaned by oe I believe it is safer for those 
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who are accustomed to the operation to go on the theory of 
operating at once. When the time comes that we can tell of 
these conditions that Dr. Parkhill and others have described, 
when that time comes I will recede, and perhaps before, from 
the position that I now believe the best one to occupy, Then 
there is one other thing, one other thought that should guide 
uz to perhaps the same conclusion, and it is this: If we have an 
inflammation (and if we have appendicitis we have inflamma- 
tion of microbic origin) we have a septic condition. That 
cannot be disposed of and leave the parts in a perfect physio- 
logical condition by other than operative measures. He may 
not have symptoms, but he will not have any assurance that 
there will not be an acute attack very soon. The question of 
general septic peritonitis brought up by, I think, Dr. Powers, 
I am sure that he has a majority wi:h him on that side; in the 
position he took. As a ruie, and almost invariably, general 
septic peritonitis is regarded as fatal; but I cannot help think- 
ing, and if I am guided by my own experience and observa- 
tions I would be led to a different conclusion. I believe that 
a large majority of these cases can be saved. In my own prac- 
tice I operate upon those cases; I open the pus cavity instead 
of waiting for it to be walled off, clean the cavity, wash it 


out thoroughly. I am getting now where I have a very small ~ 


minority with me, but I believe it is the best way. I have 
operated in a number of cases of general septic peritonitis 
_ within the last few weeks. 


_ Dr. Eastman: I would like to ask the doctor if on arriving — 

at his patient’s, when he has made his diagnosis, if they are _ 
always in fit condition to operate; if he cannot improve their 
condition by delaying six, twelve, or even forty-eight hours? © 
- Dr. Nivzs: I think that is so. I included that in the ‘Drepe- 
rat’ ons for the operation, however. 


FURTHER OBSERVATIONS REGARDING THE 
USE OF THE BONE CLAMP IN UNUNITED 
FRACTURES, FRACTURES WITH MAL- 
UNION, AND. RECENT FRACTURES WITH A 
‘TENDENCY TO DISPLACEMENT. | 


‘By CLAYTON PARKHILL, M. D., 
DENVER, COLO. 


In the history of our profession a very important 
chapter has been devoted to the fracture of bones. 
No subject, perhaps, has received more attention. No 


department of our art has demanded a more ready . ! 


and accurate anatomical knowledge or such finished 
mechanical skill: No surgeon, however accomplished, 


but has met with cases, the treatment of which has 


taxed his ability to the utmost, and few, with any ex- 
tended experience, but have left monuments to their 
want of success. Many conditions, such as muscular 
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action, interposition of tissue fragments, blood clots, 
irregular, oblique, and multiple lines of fracture mili- | 
tate against accurate approximation of the fragments 
in fractures of the long bones. These may not only 
prevent adjustment in the reduction of the frac- 


tures, but also their sound and symmetrical union. — 


_ Accurate adjustment and perfect fixation are the ends © 
sought for in treatment. The numerous cases of 
pseudarthrosis and malunion show how inefficient | 
_ the treatment has been. No result can be more morti- 
fying to a surgeon than the failure to get union, and 
none can proclaim so loudly and persistently his 


lack of skill as a union with deformity. External 


appliances, in the way of splints and fixed dressings, 
such as plaster of Paris, etc., have formed the usual 
procedure for the fixation of fractures with a tendency 
to displacement, until recent years. Even in.com- 
pound fractures with large openings through the 
soft tissues, dependence has been placed to a very 
large extent upon these methods of treatment. Mod- 
ern surgical technique should now be sufficiently per- 
fect to warrant a bolder method when necessary, and 
the securing of accurate and permanent fixation of 
the fragments. In certain selected cases this should 
apply to simple as well as compound injuries. 

The great number of mechanical appliances for. 
securing fixation in cases of pseudarthrosis is suf- 
ficient in itself to show how imperfectly any of the 
methods have answered the purpose. These might, © 
for the convenience of Oey, be arranged in three 
classes. 

In the first class we would put those which con- 
template leaving the materials used for uniting the 
fragments permanently in place, either expecting 
them to be absorbed or become ensheathed. In this 
category we would find the various forms of ligatures, 
such as catgut, kangaroo tendon, silk, and silver wire. 
The first objection that has been found to these is 
that they imperfectly fix the fragments, and depend- 
ence must be placed on external dressings. The sec- 
ond is that the non-absorbable materials not infre- 
quently prove an irritant to the tissues, lowering 
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their vitality, and leading to subsequent infectioz. 
This condition, in many cases, necessitates secondary 
operation for their removal, whether union be secured 
or not. In fact, save in exceptional cases, they act 
only as a stimulant to bone production without either 
securing fixation or retention. In the same list should 
be placed bone ferrules, ivory, bone, and metallic 
plugs, for insertion into the medullary cavities, and 
ivory and bone nails and pins. The objection to these 
is that their mechanical presence in many cases has 
led to infection, and necessitated secondary operative 
measures for their removal, while at the same time 
the fixation of the fragments was umperrect and. in- 
secure. 
the second class should be placed: those 
ments which tend more accurately to fix the frag- 
ments, such as metallic nails and screws, and the in- 
-strument of Keetley, which are of sufficient size to 
project beyond the soft tissues. These, if used in 
connection with the “stepped” method of resection of 
Langenbeck, making what is known in mechanics as 
the “fish joint,” are sufficient to fix the fragments. 
When this method of resection is used, however, it is 
at the expense of the length of the bone, and if any 
other form of resection be used lateral motion is not 
prevented, except by means of external appliances. 
In the third class we would place the buried metal- 
lic screw, the metallic double staple of Gussenbauer, 
and the plate and screws of Agnew. All of these are 
open to the objection of necessitating secondary opera- 
tion for their removal, even if union does take place. 
I take pleasure in presenting to you a method for 
the fixation of the fragments in recent fractures with 
a tendency to displacement, in ununited fractures after 
resection, and in fractures with malunion after resec- 
tion, which I had the honor to bring before the profes- 
sion in a paper read before the American Surgical As- 
sociation at its last meeting in Washington. I desire > 
to add a number of cases to those embodied in that re- 
port, together with the additional experience gained in 
their treatment. The instrument which I show you is 
the largest size (Figs. 1, 2, 3), and is adopted for use in 
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Fig. 1.—Serarate pieces of clamp. 


Fi. 2.—Side view of clamp in 
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all parts of the femur except the neck. The inter. 


mediate size is smaller and is adapted for the tibia, 
humerus, and patella. The smallest size is for use in 
the bones of the forearm, fibula, and clavicle. The 


instrument is simple in construction, easy and accu- 


rate of adjustment, and when properly used secures 
absolute fixation of the fragments. Neither lateral © 
nor longitudinal motion is possible. It. is of steel, 
heavily plated with silver, in order to secure the anti- 
septic action of this metal. It consists essentially of 


four shafts, each with a thread cut on the lower end, 
and also one near the upper end. The extreme upper 


end, however, is made square so that the shaft may be — 
governed by a clock-key. Two sets of curved wing- 
plates are attached to these shafts, the longer pair 


Ae corresponding to the outer ones and the shorter pair to 
the inner. Each wing-plate is fixed to its shaft by 
two nuts running upon the upper thread, one above 


the plate and the other below for accuracy of adjust- — 
ment. When in position one wing-plate overlies the 


other in each half of the instrument, and when 


clamped the pair lie side by side. | They are fastened 


together by a steel clamp with a screw in each end. 
- These screws and shafts are controlled by the same 


clock-key, and the nuts by a small wrench. (See parts | 
shown in Fig. 1.) 


Any method of resection of the bony fragments 


which may be found desirable in the particular case 


may be used. The transverse is probably the most 
easy of execution and generally the most desirable. 
The periosteum may or may not. be separated from 
the fragments. In the forearm and in the leg, if one 
bone is intact while its fellow demands operation, it 
should be shortened to a-corresponding degree and 
clamped in a similar manner. Each fragment is 
drilled transversely to the longitudinal axis of the 
bone, and a small steel pin is thrust into the first hole 
while the second is being drilled in order that they | 
may be made parallel. The distance these holes should 
be from each other and from the ends of the fragments 
should be determined by the bone under operation 
and the size of the clamp to be used. The drill se- 
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lected should be a trifle smaller than the shaft of the 
instrument in order that the threads may take a firm 


hold on the bone. The shafts are screwed in place 


by means of the clock-key. This is more rapidly ac- 
complished by means of the clock-key attachment 


fitted to a Langenbeck brace. The shafts being in 


place, their corresponding wing-plates are adjusted 
and fixed by means of their nuts. While the frag- 
ments are held in accurate apposition the wing-plates 
ped together. The instrument is long enoug 


to project through. the incision in the soft tissues in 
order to allow for the accurate suturing of the wound 
between the shafts, and also for the interposition of a 


dressing. When possible the wound should be sutured 


without drainage. The part operated upon should be 
inclosed in a fixed dressing of plaster of Paris, or 
something of a similar nature. The instrument 
should be removed in from four to eight weeks, de- 
pending upon the bone operated upon and the condi- 
tions of the particular case. (Fig. 4.) 

I made a special form of wing-plate for patellar 


4.—Appearance presented at first dressing, six weeks after application of 
clamp toa fracture of the tibia. 
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cases, but find it is unnecessary. By reversing one 
wing-plate in each half of the instrument adapted for 
the humerus and clamping the plates longitudinally 
while the shafts are inserted in the form of a — 
rangle every indication is met. 
I have also a special form of clamp which I believe’ 
will be useful in fractures of the neck of the femur. 
It has not been tried, however. It would seem to fix 
the head of the bone more accurately than any atin 
instrument. (Fig. 
- The following is a brief abstract of the atdeien of 
the cases upon which this has been used: 


Fig. 5.—Clamp applied to a fracture of the neck of the femur. “ 


I.—Operator, Parkhill. W.S8., aged 19 years; 
was sent from Walsenburg to St. Luke’s Hospital, 
Denver, November 20, 1894. Pseudarthrosis of the 
right humerus as the result of a gunshot fracture 
eleven months previous. An open infected wound 
communicated with the upper fragment. On Novem- 
ber 22 this wound was scraped out, removing all the 
infected tissue. It healed kindly, and on January 3, 
1895, the clamp was used for uniting the fragments. 
The bones were found separated a distance of two 
inches. The upper fragment had a length of one and 
a half inches including the head, and was very soft. 
Transverse resection. The wound was closed about 
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the clamp without drainage. The extremity, includ- 
ing the chest, was inclosed in a plaster of Paris dress- 
ing. No reaction. The dressing was removed Feb- 
ruary 7, 1895, when the wound was entirely healed. 
No infection. The clamp screws were lifted out with- 
out force. The sutures were removed. A dressing 
and cast applied. This was removed at the end of 
four weeks. Perfect union was obtained. we 
Case II.—Operator, Parkhill. M. M., aged 40 years, 
was sent from Victor, Colo. Pseudarthrosis of nine 
months’ standing, at the junction of the lower and 


Fic. 6.—Pseudarthrosis of femur. 


middle thirds of the right femur. There was great 
deformity with retrodisplacement of the lower frag- 
ment, customary in such fractures. Operated July 7, 
1896. An anterior section of the soft tissues showed 
the lower end of the upper fragment resting upon the 
anterior surface of the lower. No attempt at osseous 
union. <A large amount of fibrous tissue was removed 
with the scissors. The oblique ends of the fragments 
were freshened by means of the rongeur and Volk- 
mann spoon. A large size femur clamp was applied. 
Wound sutured about clamp without drainage. 
Sterilized dressing applied, and extremity inclosed in 
plaster of Paris. No reaction from operation. Dress- 


as 
Pin 
* 
‘ 
« 
2 
a 
ag 
al 
> 
- 
4 
. 
- . 
" 
¥ 
kh 
om, 
4 
~> 
> 
& 
‘ 
z 
4 
4 
: 
; G 
a 
=~ 
| 
. 
¥ 


92 WESTERN SURGICAL AND GYNECOLOGICAL ASS’N. 


ing removed at the end of eight weeks. Perfect union — m 
of fragments. No infection of wound. Small dress- | | 
ing applied and plaster of Paris splint for three weeks 
longer. Present condition, perfectly useful extremity. 
Case Parkhill. Delayed union. 
i} ee Dr. 8S. J., aged 26 years, on July 1, 1896, suffered ob- 
E lique fracture of both bones of the leg at the junction 
of the lower and middle third in a runaway accident. 
it Temporary dressing in a fracture-box: Later, when 
a 2 the swelling had subsided, in plaster of Paris. At 
: the end of six weeks some evidence of union, but far 
is from perfect. Very impatient to secure union and 


4 


Fig. 7.—Fracture of leg with delayed union in tibia. 


get about his work. Operated August 15. Consid- 

: erable amount of new osseous tissue filling the gap 

il between the fragments. Also some fibrous tissue. 
| _ Latter removed with’a Volkmann spoon. Fragments 

| drawn into accurate apposition and secured by a 
| clamp. Wound sutured about clamp without drain- 

a : age. Antiseptic dressing. Leg inclosed in plaster of 

q Paris. No reaction. Clamp removed at the end of 
| ; five weeks. No infection. Perfect union. Antisep- 

i tic dressing applied. Was given crutches. Perfect. 

is result at this time. © 

ie - CasE [V.—Operator, Parkhill. A.S., aged 23 years. 
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Pseudarthrosis of both bones of the forearm as the 
result of a gunshot injury received in Utah eight. 
months previous. Sent to operator from Aspen, 
Colo. Admitted to St. Luke’s Hospital August 12, 
1896. Operated August 14. Fracture in the middle 
of the forearm. Fragments separated about one inch. 
Large amount of fibrous tissue between the bones, 
Transverse resection of all the fragments so as to se- 
cure a symmetrical forearm. A small clamp used for 
each bone. Wound sutured about clamp without 
drainage. Antiseptic dressing applied. The forearm 
inclosed in plaster of Paris splint. No reaction. 


Fic. 8.—Pseudarthrosis of bones of forearm. | 


Dressing removed.at the end of six weeks. Clamps 
taken out. No infection. Good union of both bones. 
Small antiseptic dressing applied. Forearm placed 
in anterior metallic splint. When seen two months 
later had regained considerable amount of motion in 
the fingers, and the hand promised to be a very use- 

Casp V.—Operator, Mager. Recent fracture with a 
tendency to displacement. A. D., aged 32 years; a 
traveling salesman. Steady drinker for some years. 
On December 24, 1895, while driving in the mountains 
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- the horses became frightened and ran away. He was 
thrown from the buggy. Right leg was caught in 
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wheel, causing ‘compound comminuted fracture of 


both bones in the middle third. Admitted to the 
hospital the same evening. Wound cleansed me- 


chanically and antiseptically. Small fragments of 


bone removed. Resection of fragments of tibia. 


Union by silver wire. Aside from normal aseptic 
fever, no reaction. At the end of a week, during 
sleep, a violent muscular contraction broke the wire 


and again fractured the lower end of the upper frag- 


ment. On January 5 the second operation was per- 


formed. Second resection of upper fragment. Park- 


FIG. 9.—Pseudarthrosis of humerus. 


hill clamp used. Antiseptic dressing. Plaster of 


Paris cast. At the end of seven weeks the dressings 
were removed. Union, but not strong. Antiseptic 


dressing reapplied. Perfect union at the end of ten 
weeks. Useful extremity. | 

Case VI.—Operator, McNaught. -Pseudarthrosis 
of the right humerus. G. B., aged 35 years. Rail- 
road accident. November 2, 1895, car wheel passed 
over upper fourth of the right humerus, producing 
compound comminuted fracture. Great destruction 
of the soft tissues and bone. Lack of union after the 
wound had healed. Operated February 2, 1897, at 
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St. Luke’s - Hospital. Transverse section. Parkhill © 


clamp used. Wound closed about the clamp without 
drainage. Antiseptic dressing. Plaster of Paris cast. 
Clamp removed at the end of six weeks. Good union, 
with useful extremity. 


Case VII.—Operator, McNaught. Pseudarthrosis 
' Of the left humerus, one and a half inches from elbow 


joint. H. H., aged 60 years. Operated May 21, 1896. 


Parkhill clamp used. At the end of six weeks the 
clamp was removed. Good union. Discharged from 


hospital. The night following discharge the patient, 
in a drunken spree, refractured the arm. The follow- 


| Fic. 10.—Pseudarthrosis of 


ing November again presented himself for treatment, 


requesting that the same instrument be used. Clamp 
applied, and at the end of six weeks perfect union was 


obtained. 

Case VIII. ~Operator, Freeman. 
of the left humerus. A. C., aged 35 years. Eighteen 
months previous to operation received comminuted 
fracture of the left humerus at the junction of: the 
upper and middle thirds.. In May, 1896, admitted to 


Arapahoe County Hospital, Denver. Fibrous union. 


and a small sinus. Operated by surgeon on duty. 
Resection of ends and suture by silver wire. Failure. 
Operated September 30, 1896. Ends again resected 
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and united by Parkhill clamp. Upper fragment of 
shaft not more than one-quarter of an inch in length. 
Practically nothing but head of bone remaining. 
Clamp applied, size for femur instead of humerus, so 
that application was difficult. Much oozing from the 
wound. Impossible to entirely check it. This neces-— 
sitated frequent changes of dressing for considerable — 
length of time. Infection lasting about three weeks. 


Clamp removed November 3. Perfect union with mo- 


tion at shoulder joint. Patient could place hand on 


top of head. Useful extremity. 


Cast 1X.—Operator, Parkhill. W. M., aged 13 
years. Malunion of the left femur of about ten 


months’ standing, fracture having occurred at junc- 


Fia. 11.—Malunion of femur. 


tion of upper with middle third. Upper fragment 
tilted upward and outward. Lower fragment united 
with it at an angle, producing great deformity and 
much shortening. Operated February 5, 1897. An- 
terior incision. Fragments separated with difficulty 
by means of saw and chisel. Transverse section of 
ends. Extremity extended and a gain in length se- 
cured amounting to an inch or an inch and a half. 
Clamp applied. Wound sutured about instrument 
without drainage. Antiseptic dressing and entire ex- 
tremity and pelvis inclosed in plaster cast. Dressing 
removed at the end of seven weeks. Perfect union 
and perfect symmetry of bone. No infection. A 
light dressing with external and posterior light splint. 
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- Dressing taken off at end of nine weeks and splints 
removed. Was given crutches and is now walking 
on extremity. 

X.—Operator, Parkhill. Pseudarthrosis. O. 
O., aged 28 years; has led a dissipated life, and been 
a more or less heavy drinker until two years ago, 
when he contracted syphilis. Since that time he has 
been a periodical drinker. He has had practically no 
treatment for syphilis. On the 30th of March, 1897, 
he sustained a fracture of the left tibia at the junction 
of the lower with the middle third in a railroad ac- 
cident in the state of Washington. Non-union. First 
operated June 18, 1897. Oblique fracture from above 
downward and forward. Space between the fractured 
ends filled with dense fibrous tissue. Fragments 
freshened with scissors and Volkmann_ spoon. 


Fig. 12.—Nonunion of fracture of tibia; resection of fibula. 


Clamped. At the end of six weeks the instrument 
was removed. No union. Operated the second time 
on September 28, 1897. Resection of the tibial frag- 
ments with saw in the line of fracture; correspond- 
ing portion of the fibula removed. Clamp adjusted 
in each bone. Wound sutured without drainage. 
Extremity inclosed in a plaster cast. First dressing 
made and clamp removed at the end of seven weeks. 
Perfect union of both bones. No infection. — 

Case XI.—Operator, Parkhill. Malunion. R. H.,a 
healthy miner, who had been a hard drinker. Left 
femur fractured in the middle third by the kick of a 
man posteriorly on May 7, 1897, at Creede,’ Colo. 
Treated in that city. Was in splint five weeks. On 
presenting himself, in October, union was firm, but 
with deformity, the upper fragment overlying the 
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lower and overriding at least three inches. The thigh 
bowed anteriorly and externally, crippling him seri- 
ously. Operated October 29. Anterior incision. 
Fragments separated with great difficulty by means of 
-a chisel and mallet. Ends resected transversely. 
Strong extension made on extremity and a gain of at 
least two inches in length was secured. Clamped in 
place. Extremity including the pelvis inclosed in an 
external dressing of plaster of Paris. Wound was 
dressed at the end of a month. Light grade of infec- 
tion found, probably due to imperfect preparation of 
the thigh for operation. Instrument removed at the 
end of forty days. Good union secured without de- 
formity. 


Fig. 13 —Malunion of fracture of femur. 


Case XII.—Operator, Parkhill. Malunion. Mrs. 
S., aged 46. Fracture of both bones of the left leg 
by a fall from a wagon August 3, 1897. Treated at 
her home at Buffalo Park, Colo. In splint three 
weeks. On presenting herself to operator union was 
found with great deformity, the foot being inverted 
and resting upon its outer border. Operated Novem- 
ber 6, 1897. Incision on the inner surface of the tibia 
discovered that there had been an oblique fracture 
from below upward and inward, splitting off the inner 
malleolus with a small portion of the adjoining articu- 
lar surface of the tibia, the fracture line extending 


+ 
. 
4 
ny 
ay 
| 
ye 
ae 
> 
7 
a4 
Re 
4 
| Ay 
* 
z 
é 
mip 
<a 
i 
Bia 
Sia 
Ry 
4 
wh” 
| 
» 
| 
‘ 
t 
a: 
F 
> 


—_ = 


o> 
den 
= 
— 
S 
d 
a 
® 
Sie 
OB 
4 § 
@ 
7, & 
Som 
> 
> 
so f 
EH _ 
a4 


9 


itm, 


J 


deformity. 


in 


t, unl 


-join 


* 


Fi1q. 14.—Fractures of bones of leg, involving ankle 
These fractures had united, 
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A clamp used for each bone, Thrée 
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each clamp fixed in the upper fragment and one in the _ 


lower. Sutured without drainage. Extremity in- 
closed in external dressing of plaster of Paris. Clamp 


removed December 18, 1897. Good union, with per- 


fect symmetry. No infection. ree 
XIII.—Operator, Parkhill. Pseudarthrosis. 


©. McC., aged 58. Fracture of right radius at junc- 
tion of the lower with the middle third, March 1, 1897. 


Treated in splints at Cripple Creek, Colo. Non-union. 
Operated in Cripple Creek in June, 1897. Fragments 
wired with silver. Failed to unite. Presented him- 
self to operator early in November with pseudarthro- 
sis. a November 13. Incision over the outer 


FIG. 15—Pseudarthrosis of radius. 


margin of the radius; fragments resected transversely. 
Incision over the inner margin of the ulna and re- 
moval of three-fourths of an inch of bone, making a 
symmetrical forearm. Clamp used in each bone. 
Sutured without drainage. Extremity inclosed in ex- 
ternal dressing of plaster of Paris, reaching above the 


elbow joint and fixing the forearm at a right angle. 


ey. removed December 28. Good union, with per- 
Sect symmetry. 

XIV. —Operator, McNaught. Recent fracture, 
ee dlisplacement. W. W., aged 30. Received a 
- fracture ef the patella while mounting a moving train 
Réptentber d1, 1897. The fracture was probably due 
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to muscular action, as he recollects no injury. The | 
fracture was transverse. He was treated on an Ag- 
new splint, and apparently good union was obtained. 
Was discharged from the hospital on December 2, 
1897. Slipped on the icy pavement the same day and 
_refractured the patella, Returned to the hospital and 
was operated on December 10. The fragments were 
found separated about one inch, the fractured sur- 
' faces freshened by the Volkmann spoon and cutting 
forceps. The Parkhill clamp applied, the shafts be- 


Fic. 16.—Recent fracture of patella. 


ing inserted into the fragments in the form of a quad- 
rangle. Perfect apposition. Wound closed without 
drainage. Progress until the present time uneventful. 
Patient comfortable, and no indication of infection. 
~ We claim for this instrument: 

First—That union has been secured in every case in 
which it has been used, as against 56 per cent. of 
cures by all mechanical means, according to the statis- 
tics of Bruns and Gurlt. 

— Second—tThat it is easily and accurately adjusted. 

Third—That it prevents both longitudinal and lat- 
teral motion between the fragments. 

Fourth—That the presence of the shafts in the bone 
stimulate the production of osseous tissue. | 

Fifth—That nothing is left in the tissues that might 
reduce their vitality or lead to pain and infection. 
- Sixth—That no secondary operation is necessitated. 
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DISCUSSION. 


Dr. Lorp: Without casting any reflection upon the papers 
which we have already heard previous to this, and without 
referring slightingly to any of those which are on the pro- 
gram to be read in the future, I want to say if my whole time 
away from home, and the expense, etc., were to be expended 
upon this paper I should feel well repaid for having come 
here. I have had some experience in compound fractures, 
which is a class of treatment in which I take a special pride. 
I have perhaps had the success of the average man. I have 
long recognized the non-success attending the use of silver 


wire, pins, nails, drills, etc., and, in fact, all of the methods — 


hitherto used for the purposes herein set forth. I have not 
yet examined the doctor’s instrument, which has not yet come 
my way. But my mechanical sense of appreciation is ap-. 


pealed to at once, and I feel that here is a valuable contribu- 


tion to the treatment of these cases. They are very impor- 
tant. In fact, those of us who practice surgery and see the 
cases which come to us as failures in the hands of other men, © 
realize especially well the necessity for improvements in 
this particular line. The doctor’s successes speak for them- 
selves. It is not necessary for me to dilate upon them. 
I want to make this comment upon the use of metallic sub- 
stances of this kind, and want to testify to their innocuous- 
ness; it is quite well known that suppuration is even less 
prone to take place in the presence of these foreign bodies 


than it may be without. Before saying further—I do not 
want to take much time—I want to ask the doctor in his 


closing discussion to tell us, for my especial benefit and per- 
haps that of others, as to the disadvantages which he experi- 
ences in cases of marked deformity, where there are several 
inches, in the case of non-union of the femur in a muscular 
patient, how much disadvantage he labors under in restoring 
an approximation of the original length by drawing the frag- 
ments back. Is it ever necessary to do myotomy, dissection 
or division of muscles, or fasciaotomy or division of the 
fascia—I don’t know that that term that I used is altogether 
correct, but I wish to indicate that meaning. There is a great 
deal of contraction of the fascia and in some of these cases 
it is one of considerable difficulty, and I want to ask the doc- 
tor especially in regard to that class of cases. 

Dr. JOLLY: I have had the misfortune in the past few 
years of having quite a good deal to do with this non-union 
and deformity of bone owing to the fact that I was located 
where I have had a large number of mining and railroad 
accidents, and I have tried all the various methods of uniting 
these imperfect unions of bone; and whether it is due to my 
lack of skill or the imperfect methods used that I have not 
had better success, I don’t know. But this appeals to my me- 
chanical judgment as being almost an ideal instrument for 
overcoming not only the deformity already produced by im- 
perfect union, but also for treating the fractures of the femurs 
and large bones of these muscular subjects as we find them 
primarily. I think we all ought to feel a little proud of a man 
in our western country who can evolve from his own mind 
such an instrument as this for the welfare of the sufferer. 

Dr. FREEMAN: I think we have in this instrument of Dr. 
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Parkhill’s, without any doubt, an exceedingly valuable as well | 
as an exceedingly ingenious instrument. I have tried it my- 


self and I have found’ it has done everything which Dr. Park- 


hill claims for it. I have tried it under the most adverse cir- 


cumstances, as in the case which he detailed to you. I did 
not have a correct clamp, a portion of the instrument was 
_ Inissing, so that it only had three legs to stand by instead of 

four. There was no portion of the bone left at the head of 
the humerus at all, being such a case as Agnew, I think it 
was, once said was almost impossible to procure a union in. 
I succeeded in getting a firm union in a reasonable length of 
time. I only see one objection to the instrument, and that 

is an objection which it would be exceedingly difficult to over- 
come; that is, that it leaves four holes down along the side 
of the legs to the bone. Those legs must act very much as 
drainage tubes act, and we all know how easily infection 
takes place along a drainage tube. This would not be an ob- 
jection in many cases, but I cannot overlook the fact that in 
some cases, once in a while, perhaps where we least desired 
it, infection is sure to take place. In the case upon which: I 
operated there was a great deal of oozing, which could not be 


prevented, and at the end of about two and a half weeks in- . 


- fection took place in spite of the greatest care, but it did no 
harm. But, in other cases, it might do harm. Simply be- 


cause we have here an excellent instrument for various pur-- 


poses, I do not think we should attempt to use it in all cases 


and under all circumstances. I do not think, for instance, 


that it is advisable to use the Parkhill instrument in many 
eases of recent fracture. Of course, we do not operate on 


many cases of recent fracture anyhow, as recent fractures 


unite frequently without very much trouble, and we can hold 


them in place without difficulty by a small silver wire and we 


can leave the wire in and not hear from it afterwards, and 
there is .no use of using complicated instruments. Again, in 
fractures of the clavicle (I don’t know that Dr. Parkhill rec- 


ommends it for that), but the instrument would leave quite 


a scar which would be quite undesirable. Again, in fractures 
of the patella there are other methods of getting union which 
are equally effective and which do not involve as great danger 


of infection. In fractures with malunion, if they are resected. 


and the ends brought together we can usually place them in 
that position without using any apparatus whatever, wire, or 
clamp, or anything else, so that in those cases the instrument 
would hardly come into play. In fractures, again, in which 
only one bone has -been fractured and union does not take 
place because the other bone prevents the ends of the first 
bone from coming entirely together, if we resect the bone, 
that is usually sufficient; we can bring the ends together and 
adjust them with a little mortising of the fragments or merely 
by placing them together in a retentive splint, and in a great 
majority of the cases we will get good union, simply because 
we have removed the cause which keeps the fractured ends 
apart; at least a wire would be sufficient in those circum- 
stances. So, while [I heartily commend the instrument in 
very, very many cases, and I think in some cases there is no 
instrument ‘which will take its place that I know of which has 
the same advantages that the Parkhill clamp has, I do not 
advocate its use in all cases. 
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Dr. BoicE: Our time is very short, we have a good many 
papers to read, and I will say what I have to say almost in a 
sentence. Those of you who know me know I am rather ¢con- 
servative, and I will simply say about this new clamp—it is 
new to me—that I had a case of non-union, absolute non- 
union of the tibia come to me to-day; upon this case, with 
Dr. Parkhill’s permission, I shall be very glad to use this 
instrument. That is the best endorsement I can give. ae 
Dr. PARKHILL, closing: With reference to the question of 
lengthening the leg in cases of bad union after section, I have 
not found it necessary to do a myotomy or to cut the fascia. 


Tn those cases it requires sometimes a very strong extension. 


In the two femur cases of which I spoke, I had an assistant 
use his entire strength in making the extension on the ex- 
tremity while the clamp was being put in place. With that 


in place, however, we certainly had a gain of from one to two | 


inches in the two cases, without cutting the muscle or without 
cutting the fascia. So far as the question brought:up by Dr. 
Freeman. goes, I do not, of course, advocate this clamp in ali 
cases. But in properly selected cases I certainly think that it 


is more nearly mechanically perfect than the other appli- 
ances which have been used. In these cases of simple arthro- | 


sis in the forearm or in the leg, where we have the double 


bone, by a resection of the one bone we are obliged to make an 
open’ wound, and if we wire those cases certainly we all know 


that in many, many instances we are obliged to go in and re- 


move the wire, doing a secondary operation; and we certainly | 


know, too, that the wire does not fix the fragments; and if 
nothing be used, depending simply upon the resection, then 
we are turned back to the question of a compound fracture 
with the imperfect appliances for reduction and the possibility 


of malunion which we have in simple fractures in the first 


place. 


ELECTRICAL TREATMENT OF UTERINE 
FIBROIDS. 


By GEORGE H. SIMMONS, L. M. MD., 
LINCOLN, NEB. 

Last month a lady, aged 41, residing in a small town 
in southeastern Nebraska, consulted me in reference . 


to her condition. Very briefly, she gave the following 
history: About two years ago, at that time living in 


Pennsylvania, she suffered from occasional uterine 


hemorrhages, which, from her account, were not se- 
vere, at least not so much so as to necessitate her tak- 

ing to her bed at any time. After these continued for _ 
a few months she consulted her family physician. 
Upon examination he discovered that she was suffer- 
ing from a fibroid of the uterus, and advised her 
the next time she was in Pittsburg to consult a cer- 
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tain gynecologist there. Soon after this, being in 
Pittsburg, she followed the advice of her family phy- 
Sician and the consultant confirmed his diagnosis, and 
advised the removal of the tumor. In October, 1895, 
a. hysterectomy was performed by the abdominal 


method. The operation was successful and she went 


home ina month. Previous to the operation, she said 
she was a well woman, except for the occasional hem- 
orrhages. She said she did not know she had a tumor 
_ before being told; but after her attention was called — 
to it she could feel it herself. During the winter she © 
_ removed to Missouri, and recently came to Nebraska. 
She consulted me on account of two things: One an 
excessive nervousness and melancholia the other on © 


~ account of a ventral hernia: For the latter she had ae 


been wearing a specially made supporter, which, how- 
ever, was causing her considerable discomfort. Her 
husband, who accompanied her, told me that since the 
operation she had been nervous, irritable, and melan- 
cholic. I mention this case only to say that at the _ 
time I was debating in my mind what subject I would © 

write on for this meeting. This decided it. I ought 


to apologize for the title, for, as it turns out, it ought 


better to have been the Electrical Treatment of Fib- 
roids. | 

I realize the fact that it shows considerable assur- 
ance on my part to even mention such a method of 
treatment in a body composed of the leading surgeons 
and gynecologists of the west, but as I have confidence 
in the method from actual experience, I do not hesi- 
tate in the least to stand before you and plead for this 
- method of cure where it is applicable. I am well 

aware that the mortality of hysterectomy for fibroids 
has been wonderfully reduced during the last few 
years, but if this mortality rate were ever brought 
to nil, the fact of leaving such wrecks as the patient 
referred to above would still make me a believer in 
and user of galvanism for the trouble. 

A few years ago the medical journals of this coun- 
try were full of the accounts of the excellent results of 
the Apostoli treatment for uterine fibroids, and like 
all new idéas, the claims made for it were extravagant. 
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The treatment was not only to symptomatically cure, 
but it was to absolutely remove the tumor. These 
extravagant claims proved to be beyond proof, and the 
treatment gradually dropped out of the discussions 
of the day. On the other hand, the surgical technique 
of these cases has so improved that the mortality has 
been brought down to 7 to 10 per cent. So that not 


a few have come to the conclusion that electricity has 


had its day,—that it has been tried and found wanting. | 
It is to combat this idea and to enter my plea against 


the indiscriminate use of the knife in the treatment of 


these cases that I have taken this subject for discus- | 


sion to-day. Allow me to give my experience by, 


briefly reporting the following cases treated by me 
with electricity during the last eight years. And 
while my experience has not been as large as that of 
many, still it is large enough to make me think that L 
am competent to discuss the matter intelligently. 

Case I—Mrs. C., age 41, consulted me first during 


the fall 1889. She was emaciated from loss 


blood, having both metrorrhagia and menorrhagia. 


She had severe pressure symptoms, was constipated, 
and at the time she consulted me had almost continu- 


ous pain. She had been gradually getting worse in 


every way. Examination revealed a large nodular 


uterus, the mass filling the pelvis and reaching up to 


the umbilicus. The sound entered seven inches and 


there was no doubt but that she had an intramural 
fibroid. I put her on various medicines, but without 
effect, and she gradually getting worse, | realized that 
something more had to be done. I had become im- 
pressed at this time with the value of the Apostoli 
method from observation and from reading, and de- 
termined to try it, and treated the case from one to 
three times a week for six months, during which 
time there was a gradual subsidence of all the symp- 
toms. I used as high as a quarter of an ampere,—a 
higher current than I have ever used since, and higher 
than I think is necessary, unless time is of importance. 
She was under my care for another year after this, 
taking an occasional treatment during that time. Her . 
periods had become regular and normal, the pressure 


| 
| 
| 
| 
‘a 
| 
pt. ; 
if 
Li 
BE 
wil 
| 
‘ 
net 
+i 
j 
_ 
at 
4 
Ab 
Bie 
3 
au 
if 
‘ 
{ 
“ 
4 
| 


- SEVENTH ANNUAL MEETING. 107 


symptoms had all vanished, and the cramping and 
colicky pains from which she had suffered at first had 
all disappeared. In other words, she was symptomati- 
cally cured. I examined her two years ago and found 
the tumor not nearly as large as when I examined her 
in the first place, but it was quite in evidence. She 


said she was perfectly well and suffered in no way 


from the tumor, 

II.—Mrs. M. C., age 42, ‘first consulted me in 
1891. Examination revealed a large uterus, the womb 
. being as large as at a five months’ pregnancy. She 
complained of severe pressure symptoms, making it 
difficult for her to retain her water for more than an 
hour or two at a time during the day, and for not more ~ 
than three hours during the night. Her most trouble, — 
however, came from the hemorrhage at the period, 
which was so severe that it had been necessary to 


keep her tamponed for a week at a time, and even with — 


this she lost so much blood that she would hardly rally 
from one period before the next would appear. This 


had been going on for nearly two years, each month > : 


getting a little worse than the preceding one. It 
seemed at my first visit to her that it would be im- 
possible for her to come to my office on account of her 
exhausted condition. If I had such a case to-day, 1 
am afraid that I would be tempted to advise an opera- 


tion, even though electricity had such a magical effect : 


in her case. I was loath to undertake this case, as her 
condition was of such an unpromising nature, and her 
social condition was such that she could not have the © 
care at home that she needed. At the first attempt > 
at treatment it was.impossible to get the sound or elec- 
trode more than an inch inside the cervix, and I used — 
the current in this position, but only used about 20 
milliamperes. The next day a like failure to introduce 
- the electrode occurred, but the trial the following day 
was effectual and I succeeded in introducing the in- 
strument to the depth of the organ, which was six 
inches. At this seance I used 65 milliamperes. Her 
courses coming on that night, a week ahead of the 
time, she was not able to come for another treatment 
for three weeks. At this trial there was no trouble in 
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inserting the electrode and in this respect I had no fur- 
ther difficulty. I succeeded in giving five treatments 
before her menses set in again, all positive, and vary- 
ing. from 60 to 95 milliamperes. For the first time in 
a year she was able to go through her monthly period 
without going to bed, although I had her keep in the > 
recumbent position during the time. In the interval 
between the next two menstrual periods I gave her. 
eighteen treatments, all positive. The highest am- 
pereage used in this case was 160 milliamperes. From 
this time on I used only the negative pole in the uterus, 
and after seven or eight of these, there was a gradual 
diminution of the pressure symptoms, until at the end 
of the next three months she was practically sympto- 
matically cured. I saw her about six months ago, 
and there was a great diminution in the size of the 
organ, but still the tumor was in evidence. There 
were, however, no bad symptoms; in fact, she said | 
that if she did not know that the tumor was there she 

would not be able to tell from any symptoms she had. 

Cask III was a woman of 37. She said that she had 
been flowing too much during the last year, gradu- 
_ ally getting worse month by month. She objected to 
an examination at that time, so I prescribed ergotin, 
hydrastis, strychnia, etc., but without effect. After 
dallying along for four months this way, I examined. 
her and discovered what I rather expected to find,—a — 
uterine fibroid. The shape in this case was peculiar. 
The sound only entered about three and a half inches, 
and yet the size of the tumor was such as to practically 
fill up the pelvic cavity, and make the uterus immo- 
bile. And yet, strange as it may seem, there were no 
pressure symptoms, or any evidence to indicate the ex- 
istence of the tumor except the hemorrhage. This case 
responded to electrical treatment after it had been 
kept up less than three months. 

CasE IV.—This was an unmarried woman of 37, in 
poor circumstances. Until a year previous to consult- 
ing me she had been in excellent health, robust and 
decidedly fleshy, but since that time she has been 
having an increasing menstrual flow, which for the 
two months previous to the time that she came to me 
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had been very profuse. Added to this, suffered - 
from severe neuralgic pains through the pelvis, and, 
from constipation. Examination disclosed a large 
uterus, evidently an interstitial fibroid. Depth of or- 
gan six and a half inches. Two months’ treatment | 
controlled the hemorrhage and relieved the neuralgic 
pains. 
_ Cases V and VI both came to me in January, 1894. 
Case V was 46 and Case VI was 34. Both were 
married and both had had children. Both had com- 
_ paratively small interstitial fibroids, and both suffered _ 
from the same symptom—hemorrhage. Case V was | 
under my care for two months, during which time she 
received twenty-four treatments, which cured her of 
the flooding. She was to have returned after three 
months’ interval for further treatment, but did not. 
In September, 1895, she had had no return of the 
trouble. Case VI took sixteen treatments during 
January and February, 1894, and eight in June, 1894. 
These completely relieved the excessive hemorrhage. — 
I heard from this patient in January, 1896, at which _ 
time she was well, but expected an increase in her | 
family. 
~ Case VIL—Mrs. H.. , aged 39, consulted me in 1895. 
Previous to coming to me she had been treated medi- 
cally by her family physician for the trouble, and she 
had also consulted two well-known gynecologists of 


_ Chicago. One of these advised operation, the other 


advised electricity, and prescribed ergotin and strych- 
nia, and cascara for the constipation. On examina- 
tion I found the uterus as large as a five months’ 
pregnancy. This patient was nervous, irritable, and 
depressed. She also suffered from colicky pains, se- | 
vere constipation, and nervous headaches,—all evi- 
dently the result of the tumor. I always had consid- 
erable trouble in inserting the electrode, as the canal 
was very tortuous. Several times I failed completely. © 
Depth of canal at the beginning of treatment was six 
and one-half inches, at the least a little over five. I 
gave fourteen treatments during April and May, and 
then a complication of troubles set up which kept her 
in bed or in the house for a month. These complica- 
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— _ .. tions may have been caused by the treatments, but I 
it do not think so. These were severe cystitis, more or 
al less inflammation of the uterus and adnexa, accom- 
i panied by as severe flooding as she ever had. From 
:| _ the middle of June to the 20th of July she had sixteen 
| treatments, and these practically cured her of the se- = > 
ia vere hemorrhages. At this time I took a trip to Eu- 
| rope, and since coming back it has been almost impos-_ 
| | sible to get her to come to the office for the reason that 
aa she is suffering so little compared to what' she did. 
ia ee a ae She is not cured of all of her symptoms, but the result 
1 of the treatment was fully as good as in wens of i 
others. 
| Cases VIII and IX are similar in most particulars 
| ae to Case III. I have at present under treatment a case 
: that two years ago lived in this city (Denver), and 

suspecting there was something wrong, was examined 
by a physician who told her she had a tumor, but as 
there were no bad symptoms, advised her to do. nothing 
a with it. About a year ago she commenced to have 
7) occasional pains, with more hemorrhage than was 
a= usual at the period. She came to me three months 


- 


ii. ago and I began giving her galvanism. Six weeks ago 
a I had given her eight treatments, and then had her 
a stop for three months. She avers that she felt re- 
lieved in every way, but I cannot yet report this as a 
cure. 
I do not propose to go.into a description of the 
; method of using electricity, except to say that for the 
{ abdominal electrode I use the block-tin disk covered 
i with animal membrane and partly filled with water. 
| For the intrauterine electrode I use the platinum sound 
= protected with rubber. Where hemorrhage is the 
1 prominent symptom, and this has been, so in nearly 


all my cases, I use the positive current in the uterus 
2 till this is controlled, otherwise the negative. 
f The above cases are all that I have had and are not 
— selected, or cases that have been cured, leaving out un- 
| successful ones. I have never failed to symptomati- 
| cally cure all that have come under my care except as 
mentioned, and I have had but two cases come to me 
that did not take the treatment after commencing till 
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they - were cured. Case VII was one of these, and the 
other took four or five treatments and then stopped 
because another physician advised her very strongly 
against it. This being true, the inference to be drawn 
is, that either I have made a too enthusiastic report, 
in other words, have not cured my cases, or the method 
is a success and should be more generally used than it 
is. As to the former, allow: me to say that I have 


nothing to gain by reporting successful treatment of 


these cases, for the reason that anybody can do this 
kind of work just as wellasI. 
‘Electricity avoids all mutilation, an argument of 
value in the mind of the surgeon, but of vast impor- 
_ tance to the patient. It is free from danger or risk to | 
life. It does not confine the individual to bed, or in 
any way interfere with her daily avocation. There is 
no anxiety for patient or friends, and the excitement, 
disturbance, and general commotion entailed by an 
operation are avoided. There are disadvantages in 
the use of electricity we admit. One of these is the 
factor of time. This is of small importance in most 
cases, but in some it is. Three to six months, and 


—gometimes longer, seems a long time to be under treat- 


ment, and add to this another argument that the tumor — 
will not be eradicated then, and it becomes decidedly | 
important. Again, we can seldom say positively when 
the patient is cured. These arguments are from the 
patient’s standpoint. To the physician, there is the 
element of time as far as he is concerned. Fifteen to 
thirty minutes is a long time to devote to a patient 
when we consider that it may be necessary to ‘go 
through it from twenty to fifty times. The expense 
of a battery of sufficient power to use in these cases, 
and the little annoyance of keeping it in order, are 
arguments of some import only to those who never 
had one. 

I would not be calaeniane to advocate that elec- 
tricity will cure all cases, even symptomatically, or 
that operations. should never be resorted to. Elec- 
tricity will have no effect on pedunculated tumors, 
and but little on the subserous or submucous variety, 
but on most of the interstitial tumors,—-and they. rep- 
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resent at least 75 per cent of the whole,—we may con- 
fidently hope for a relief of most of the symptoms. 
Operation should be resorted to when in a young 
woman the tumor causes distress, chagrin, or shame; 
when it obstructs the circulation or the action of the 
bowels, but not in these cases till after electricity has 
been tried. But in all cases the woman herself should 


be consulted. There are a few cases of uterine fibroids _ 
in which the physician is justified in urgently advising 


an operation. I am aware that the argument will be | 


used that a woman with a tumor in her will always 


be worrying about it, and therefore to make her life 
free from this care and annoyance, an operation should 
be advised. If this is so, place the question before 
her in that light. Tell her that about 8 per cent die, | 
that if she desires she can have the tumor removed, | 
and thus be relieved of the worry. Ask her to choose 
between the annoyance of carrying the tumor and the 


operation. Alas, leave it that way and three-fourths 


of the work of the surgeon in these cases will be done 
away with. If the removal of the uterus and the 


tumor ended all trouble and annoyance, if the opera- 


tion always cured and left the woman perfectly well, 


then it would be different. But it does not, as we all 


know too well. Some day, and I hope that day is not 


_ far distant, successful cases will not be those which 


have recovered from an operation and gone home. 
The answer as to whether it is a cure or not must be | 
had from the patient herself a year after the operation. 
If she says that she is glad that she was operated on, 
put it down as a successful operation, otherwise be 
honest and call it a failure. The time is coming when 
this method will be demanded. 

It is strange but true that no one who has consci- 
entiously tried electricity in the treatment of fibroids 
is found among those who sneer at it. 

As I have said above, I am well aware that the mor- 
tality of hysterectomy for fibromyomata has been 
brought down to a most satisfactory figure. Dr. Chas. 


_P. Noble, in a paper presented to the American Gyne- 


cological Association this year, gives a record of 345 
cases operated on during the preceding three years 
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with only seventeen deaths, or a mortality of 4.9 per 
cent, practically 5 per cent. But who were the op- 
erators? Howard A. Kelley, John M. Baldy, Chas. B. 
Penrose, Herman J. Boldt, and Chas. P. Noble,—five 
of the leading operators in the country. What is the 
per cent of mortality for all the operations of all the 
operators of the country is not known, and never will © 
be known. And I want here to bring in a side issue. 
It is this: This country is full of ambitious surgeons, 
laudably and honorably so, who want to be at the 
head. Chas. P. Noble and other men with like advan- 
_ tages and like experience, say that every case of fibroid 
of the uterus should be operated on, and the earlier the | 
better. Deever, McBurney, Murphy, and others of like 
advantage and like experience have said that every 
case Of appendicitis should be operated on, and the 
- earlier the better. And if these great teachers and op- 
-erators say this should be done, the ambitious surgeons — 
of the country, ‘with entirely different surroundings 
and experiences, believe the dictum to be a true one, — 
and with what result? Statistics are not at hand to 
answer. 


| Permit me to quote in cloning from : an article pub- 
lished in the Journal of the American Medical Asso- 
ciation (March 28, 1896,) written by Dr. Franklin H. 
Martin, of Chicago. Dr. Martin holds an enviable po- — 
sition as an operator for uterine fibroids. He says: 
With the brilliant results of the present surgery as. 
a competitor one must have considerable courage to 
offer electricity as a remedy at all in these cases. But 
as an abdominal surgeon with at least average suc- 
cess, and at the same time as one who interested him-— 
self early and enthusiastically in the much-lauded 
- Apostoli treatment when it made its debut in this 
country, I am constrained by a sense of justice, know- 
ing well both sides, to say that in the interest of those 
who have fibroids of the uterus, that the knife, even in 
these times of brilliant successes in surgery, is used too 
‘ often and electricity too little. If a brilliant hyster- 
ectomy, with its average of 5 per cent, ended the mat- 
ter, and the 95 per cent recovering gained health imme- 
diately, we could have but little to say. When, how- 
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ever, we must reckon on the months of nervous 
suffering with which the majority of these patients 
who have their tumors removed have to contend after 
this operation, before they receive the well-earned 
cure, and when we take into consideration the not 
large but certain per cent of fistulas, hernias, and other 
well-known distressing sequele following operations, 
and last but not least, when we remember that grim 
specter of that 5 or 10 per cent who did not recover, are 
we not justified if we have a conscience (especially : 
ia when we realize that a fibroid of the uterus when left | 
Cl | alone seldom proves fatal) in giving our patients the 
a | benefit of a treatment which seldom fails to relieve | 
‘ie ee these cases, and while it frequently fails to cure, never 
kills and never does harm and never interferes with 
ae the success of an operation if it in the end fails to 
cure?” 


ait : Dr. Davis, Omaha: I did not intend to discuss this paper, — 
aa but I see that no one seems to be exactly ready to begin the 
aC discussion and so I wish to say just a few words. So faras 
electricity being a palliative method of treatment in fibroids 
mi) : | is concerned, I grant it; but to apply the term “curative,” it 
a - geems to me, is going a step farther than the most enthusias- 
ai es. tic in these days are inclined to do. I do not think a fibroid 
au tumor of the uterus was ever cured by electricity. The symp- | = 
ae toms which particularly called the woman’s attention to her 
an trouble undoubtedly have been cured. These symptoms usu- 
| | ally are due to endometritis, probably more or less metritis, 
- @te., which the intrauterine electrode unquestionably, if prop- 
erly used, will benefit, and a thorough use of the curette would 
toe probably do as much good. I wish to say just a word in regard 
ae to the indiscriminate use of it. I have only had a limited ex- 
4!) ; 7 perience in these cases and have done comparatively few 
it _hysterectomies for fibroid. But, nevertheless, in that limited 
| 3 experience I haye seen several cases where electricity had pre- 
| viously been tried, where there were quite a good many ad- 
hesions, showing there had been some inflammatory trouble 
i that I think was probably due to a faulty technique. In other 
Hi d= | words, it was not.an aseptic technique. I believe a great many 


/ 


men attempt to use electricity because they can to a certain 
extent relieve their patients; they feel enthusiastic about it 
without. understanding the aseptic technique sufficiently to 
guard against those attacks, and for that reason I think it 
HT should be used very cuardedly at least. 

ee i> Dr. McCRAE, ‘Winchester, Kan.: I wish most heartily to en- 
S ii. dorse the paper throughout. I have had some experience in 
the treatment of fibroids with electricity. My first experience 
was most favorable. It was under Dr. Markham, and I know 
something of his success. There has been something said 
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about the pain following the use of electricity. There is al- 
ways pain, I understand, if there is any cystic condition, and 
if pain follows it is a contraindication, and isa very strong 
indication of the necessity for the knife. This method is not 
considered entirely curative. There are some cases where it 
entirely disappears. But the trouble in using the knife indis- 
criminately is that we get rid of the tumor, but we often do 
not get rid of the disease. The effect is certainly something 
more than a relief of the endometritis. It is much more com- 
_ plete than curetting would be, and it does arrest the growth of 
the tumor. I had a case since the last meeting of this society 
ef a tumor of the broad ligament and endeavored to get the 
patient, to go to a surgeon, and I thought that was the only 
thing that could be done, and under the circumstances I 
thought it would be necessary to go to some hospital, and she 
.bpegged me to use electricity. I did so. The tumor has disap- 
peared. The symptoms have entirely disappeared and the 
tumor has disappeared. I have had several cases of fibroids 
of the uterus, two of which have disappeared to such an ex- 
tent that the uterus seems to be in a normal condition. The 
enlargement is not more than a quarter of an inch in depth. 
I cannot positively state that there is an enlargement by 
manual examination. I had one case in which the treatment 
was followed by pain, and a laparotomy disclosed a cystic con- 
dition of the ovary. The tumor was not removed. It was 
considered impossible. The ovaries were removed, with a re- 
lief of the symptoms and a lessening of the size of the tumor. 
I consider in that case it was probably the cystic condition of 
the ovary that produced the pain. I think that the knife 
should be used in some cases, but it is used in many cases 
where we should at least try electricity, and the knife can be 
used after electricity has failed, because in a certain number 
of cases, even when they have removed the tumor the patient 
isn’t any better, the general condition is not better. There 


shou'd be the same discrimination in using the knife that there 


is in using electricity. First find out just what is the matter 
with the patient, and then apply the remedy. 


Dr. H. G. WETHERILL, Denver: The object of the physician 


is to cure his patient. His methods and his therapeutic meas- 
ures he must choose for himself. There are a great many 
gynecologists in this country and abroad who have for many 
years been making it their business to study this particular 
condition of things, and, sir, I cannot conceive of the fact that 
electricity is so universally applicable in the cure and in the 
modification of these symptoms,—symptoms of fibroid tumor 
as they have been presented to us to-day,—without a very large 
proportion of those individuals having made that discovery. 
I think, Mr. President, that no one denies that a certain pro- 
portion of cases of fibroid tumors in the uterus may be very 
decidedly improved by the proper application of electricity; 
but when we are told, as we have been to-day, that this appli- 
cation is practically without risk, I think there are many of 
us who would wish to dissent from that opinion. The first 
case quoted by Dr. Simmons does not prove to me that the 
removal of the growth (the performance of hysterectomy) nec- 
essarily brings about or leaves unfortunate sequelz. A case 
like that which Dr. Simmons has reported may have been en- 
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tirely a coincidence. We all know that surgical interference 
of any kind under certain conditions produces melancholia and 
mental changes. There are many gynecologists at the present 
time who are adopting the plan of leaving portions of ovarian 
stroma, so that the functions of the individual may be pre- 
served. This procedure is entirely proper, and should in 
proper cases be carried out. Electrical treatment of fibroid 
tumors, as has been stated by the gentleman on my right, can- 
not be considered as curative. It is simply palliative. It 
leaves us with the necessity of considering in after life the 
possibility of malignant degeneration and the possibility of 
serious complications of pregnancy and labor, making hys- 
terectomy, or a Cesarean operation, possibly, necessary under 


most unfavorable circumstances. I am prompted to say what 


I have said, Mr. President, because I am not willing to allow 
the position which has been taken in this paper to go un- 


challenged in this society. The gentleman who reports these 


cases has had a very unusual experience indeed, for he has 
seen nine cases of fibroid tumor, and all of those nine cases are 


in the class which the followers of Apostoli say electricity is 


adapted to relieve, for we are told in the paper and we are 
told by other advocates of electricity that the electrical method | 


of treatment is not applicable to subperitoneal fibroid tumors, 


or to any fibroid tumors, in fact, but the interstitial variety. 
Dr. CAMPBELL: In regard to Dr. Simmons’ position, the cura- 


tive effect of electricity upon fibroids, I think that it is notin — 


accord with the experience of gynecologists in this country — 


and in other countries. I do not understand why it is that 


these cases that he has reported as being relieved entirely, all 


symptoms cured symptomatically—I cannot understand why 


those in which the electricity did not reduce the size of the 
tumor—how the symptoms were eradicated altogether. Now, 
in a fibroid tumor the first symptoms are usually hemorrhage, 
then pressure symptoms, and then encroachment upon other 


organs. Now, how it is possible, if the fibroid tumor is not 


reduced, how it is possible to prevent hemorrhage by the use 
of electricity and then the stopping of the use of it, I cannot 
understand—the tumor remaining the same—why it is, with 
that surplus of connected tissue and muscular tissue in a uter- | 
ine fibroid, how it is it will not produce hemorrhage again, 
and why it is it will not produce pressure symptems, symp- 
toms of encroachment upon the rectum and upon the bladder, 
etc. The doctor’s experience, as I said before, is not in accord 
with the majority of men who have used this treatment. The 
trouble is, it will not cure; and my experience has been, while | 
it has been limited, in cases where fibroids have been treated 
by electricity, the Apostoli method used, that there were ad- 
hesions, and very great adhesions, following the use of: elec- 
tricity in every case upon which electricity had been used, 
and in one case a septic condition of the entire tumor was 


found, but I am not prepared to say how well aseptic precau- 


tions were carried out; but as the operator, the one who ap- 
plied the electricity, was a careful man, I believe that he used 
the usual precautions, and yet there was a septic infection, at 
any rate an inflammatory condition of the entire tumor and . 
uterus and the adnexa. I do not believe that it is policy to 


dally along with these patients, It has been my experience 
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that if the operator or if the gynecologist does not do some- — 


thing that promises something these cases will pass into other 
hands, and I do not believe there is very much to be promised 
- from electricity. I do not think that it is the experience of the 
surgeons of this country that after the removal of uterine 
fibroma we always have these untoward, unpleasant symp- 
toms. I have operated upon a few cases, some that I have 
kept track of, and they are enjoying elegant health, just as 
good as they did any time previous to the operation. 


_Dr, JEPSON, Sioux City, Ia.: I recognize from the tendency 


of the discussion that I am amongst, with probably two excep- 


tions, men of absolute surgical tendency. I would like to ask 


the gentleman who has just been upon the floor, and others 
who entertain the same view, what procedure they adopt in 
the event that they accidentally or otherwise discover the ex- 
istence of a fibroid tumor and do not use electricity? As I hear 
no answer, I presume that they immediately proceed to inform 
the patient of the existence of a fibroid tumor and that an 


- operation will be necessary. Now, gentlemen, I believe that 


fibroid tumors are absolutely innocent growths, as far as the 


histological structures of which they are composed are con-— 
cerned; and the ultimate serious results which follow are due 


to either hemorrhage, which they produce in the event of their 
being submucous, or the symptoms which they produce in case 
of pressure upon adjacent organs. Now, being that they are 
innocent tumors they come under a class of growths of which 
we are ignorant of the cause which induces them. We class 
them under a head like this: We say it is due to a disturbance 
of nutrition; due to a weakened power of the cells to regulate 
their own independent growth. Now. what brings this about 
is certainly difficult for any of us to understand. We pre- 
sume in the case of a fibroid in the uterus that it is due to the 
fact that that uterus does not perform that function which it 
is intended by nature to do. Now, then, if it is due to nutri- 


tional disturbances we do not know exactly what they are, — 
neither do we know what the therapeutic effects of electricity, 
in a sense, are; and is it not possible,—although I have never — 


used electricity,—is it not possible, nevertheless, for electricity, 
as it has been known to do in other instances, to modify the 
condition of the nutrition of a part? Now, if it does do that, 
it is possible that it may act beneficially. Now, then, let us 


leave aside the question of using electricity. I, personally, 
have recourse to other.measures; but I can say that I do not | 
‘ operate upon every case of fibroid: tumor that presents itself 


to me for alleviation of the condition. I do not believe it is 
necessary. Along this line, why was it that years ago, al- 
though we do not employ it now and probably our results are 

not much better, but we used to bring about the result aimed at 
_ by removing the ovaries, with the idea of modifying the nutri- 
tion of the part. In that instance we did not cure the patient; 
that is, we did not remove the tumor; but it has certainly been 
the experience of many that some of these tumors cease to 
grow. Now, recognizing the therapeutic effects of removing 
the ovaries upon the nutrition of these growths, is it not possi- 
ble that electricity may exert beneficial therapeutic effects? I 
think we should not be too — in stating that they should 
be removed, 
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Dr. H. G. WETHERILL, Denver: I want to say that the doctor 
assumes entirely too much, i. e., that surgeons have but one re- 
course when electricity is not used, and that is to operate. | 
Many cases of fibroid tumors need not be operated upon at 
all, and the question of operation must depend entirely upon 
the symptoms. Many of them are entirely without symptoms, 
so that they do not require any operation whatever. Again, 
Mr. President, he assumes that those of us who are surgeons 
take an absolutely positive ground that electricity is useless. 
There again he takes a wrong premise. We do not take that 
ground. We concede, as I said early in my remarks, that a cer- 
tain proportion of fibroid tumors may be treated, and advan- — 
 tageously treated, by electricity.. But I do not believe the sen- 
timent of this society would be that that proportion is a large 
one. 
Dr. EASTMAN, Ind.: I had promised myself, 
for the good of the profession and the society, to keep my 
- mouth shut this afternoon; but inasmuch as in the reports the 
- gentleman has referred to by Dr. Noble, and also the report 
of Dr. Cushing, translated in Berlin by Dr. Martin, on the 
advancement of hysterectomy in America, you will notice my 
i name associated with the subject of the development of this 
{ | important operation, I cannot keep from saying a few words 
= at this time. In the first place, I felt like endorsing the en- | 
\ _ tire paper of Dr. Simmons until—and I am not yet satisfied — 
oo whether it was a quotation from Dr. Martin, or his own—that 
ae these fibroid tumors rarely kill. Was it a quotation? 
| Dr. SIMMONS: Quoted, sir. 
i - Dr. EASTMAN: I deny that statement. They do kill, and kill 
it ee very frequently. I have seen many post-mortems where fibroid | 
a | tumors have caused the death of the patient. Especially has | 
a that been my observation when this disease which you phy- 

, sicians call “La Grippe” has attacked the tumors, that being 
the point of least resistance, and they have undergone suppura- 
tion or cystic degeneration, jeopardizing their lives so as to 
demand an operation. In teaching abdominal surgery I in- 
variably place upon the blackboard, medical, surgical, and 
electrical treatment. I think it is a very unfortunate circum- 
stance that the glare of surgical triumphs has dazzled the eyes © 
of our friend, Dr. Martin, of Chicago, until he has now to a 
il great extent laid down the galvanic battery and taken up the 
i | scalpel. I do believe there is a great field, and this paper sug- 
oe gests it, for the treatment of fibroid tumors with electricity. 
Hh a I say this also (excuse my referring to myself) after being able 
‘a to count my hysterectomies for fibroids by the hundreds. I 
have all along found cases since I have been doing hysterec- 
tomy where electricity was not only useful, but with medical 
applications to uterine cavity and the positive pole of the bat- 
tery within the uterus has removed the tumor;.more than that, 
has cured, actually cured patients where operations seemed 
to be demanded. And, to make the thing positive, I will state 
that the wife of the governor of our state, who was re- 
ferred to me by a physician competent in the use of electricity, 
thinking an operation was demanded, and I refused to operate. 
She is absolutely cured and her tumor cannot be found any 
longer. True, she was approaching the menopause, and I took 
advantage of that, It must be borne in mind that the greatest 
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abdominal surgeon that to my mind has ever lived, Thomas 


Keith, of Edinburgh, became an advocate of the use of elec- 
tricity for the removal of fibroid tumors. His surgical tech- 
nique has not been improved upon to this very day, and I say. 
that advisedly. His son, Skene Keith, is really doing a great. 
work with electricity to-day and is having good results with it, 
notwithstanding he himself is a most skillful and accomplished 
surgeon. It is unfortunate that there are not more men doing 
just what our friend, Dr. Simmons, is doing, trying to lift up 
the under dog, if I may use the expression, that is, the use of 
electricity in fibroid tumors. We must not forget that it is not 


_ only the adaptation of a given remedy to a disease, whether 
that remedy be the knife or battery or a medicine, but it is the 
adaptation of that remedy to the particular stage of the disease, 


and I would have Dr, Niles note that in connection with opera- 
tions for appendicitis. Again, these tumors are not all fibrous. — 
They are not all soft myomata, but they vary from the one 


composed almost absolutely of fibroid tissue to the soft, rapidly 
growing vascular myomata, in which electricity is useless, 
worthless, positively pernicious; so that it requires a very wise 


discriminatton in a given case to know what remedy we shall 


apply, and to know at what particular stage we shall apply 
it. If the tumor is already undergoing cystic degeneration, or 


calcification, or suppuration, that is one question; but if the 
patient is suffering no symptoms, and didn’t know she had a 


tumor until the doctor discovered it, we may well keep the case © 


under observation and not submit her to operation until the 
exigencies of the case seem to demand it. I am in favor of 


bold surgery, of heroic surgery; thirty-five years in blood has © 
made me more heroic than I was before, but let me say the 
time is coming when such papers as this will be hailed with 
delight not only by the most aaereesive surgeons, but by the — 
patients. 

Dr. CRAIG, Denver: cnce this vhnbter has had a broad air- 
ing, two minutes more, probably, will not be lost. Now, if it 
is true that electricity cures these fibroids, I would be very | 
glad to refer every case I have to the gentleman who read the 
paper. No one who has done much abdominal surgery should 
be charged with doing-unwarranted or unnecessary and at the 
same time dangerous operations. Many cases of fibroid tumor 
do not require operation; but when they do, nothing short of 
that will suffice, and there is nothing so uncertain and harmful 


as the indiscriminate use of the electrical battery in the treat- 


ment of the diseases of women. I do not care how careful you | 
may be in its use, you cannot be nearly so aseptic as in the 
performance of a surgical operation. Electricity does imper- | 
fectly what the curette accomplishes with more thoroughness 
and safety. Either treat these tumors surgically or let them 


alone. I have several ladies under observation now, and who 
have been in my care for a number of years, to whom hyster- 


ectomy had been advised by others, but where I strongly ad- 
vised them against the meddlesome interference of electrical 
gynecologists, and I believe as sincerely as that I am standing 
here now that the cases which may be benefited by the battery 
are very small. There are many fibroid tumors that require 
the knife. I don’t know of any proportion that really require 
electricity; and those that do not require the former shou'd 
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be sent home with the injunction to avoid any local treatments. 
I have never seen the disastrous sequelz to hysterectomy for 
fibroid uteri that have been mentioned to-day; but, per contra, 


it is the consensus of opinion among operators that these 


are the very few cases that do exceedingly well, yet 1 am not 
forgetful of the fact that subsequent to any severe surgical 
operation, especially abdominal, for a while patients do suffer 
from nervous symptoms. Mutilating operations are to be 
avoided whenever possible, but as surgeons this question must 
be met from a standpoint of fact and not that of sentiment, 


as expressed by Sir Spencer Wells and others. 


Dr. PEARSE, Kansas City: “As the twig is bent the tree is 


- inclined.” It is probable that our early experiences have a 


great deal to do with the course we pursue afterwards. I must 
confess a very great degree of surprise when I heard Dr. Sim- 
mons’ paper. I would like to ask Dr. Eastman, after number- 
ing his hysterectomies by the hundreds, how and in what 
numbers he can number his cures by electricity, and if they are 
anywhere near in proportion to the cases which Dr. Simmons 


found amenable to electrical treatment? It has been my for- 
tune, different from Dr. Simmons’, to run across a line of cases 
~whose symptomatic cure meant the cure of pressure symptoms, 
cases of nephritis, cases of exudation into the abdomen, some 
where there were adhesions between the tumor and the ab- 
dominal wall, etc., and I must say that in the limited experi- 
ence I have had the question of the treatment of fibroids has 
resolved itself into the question of removing the fibroid or 
- jetting it alone; although I will qualify that statement by | 
saying that my experience has certainly been small as com- 


pared with Dr. Eastman’s. There are so many symptoms of 

fibroma when they have attained size enough to bring the pa- — 
tient to her doctor (where they had not been discovered by 
examination of the doctor when they were of infinitesimal size 
and doubtful existence, when: tinkering with the genitals of the 
woman simply because she wanted to be treated for something 
or other), and the majority of these tumors, when we see 
them, have usually attained such size that their symptoms are 
more or less due to pressure, which pressure is due to the size 
of the tumor and possibly weight; its position low down in the 


pelvis; with an interference with the blood supply, and in such 


cases it seems to me hard to believe that there can be so thor- 
ough relief by the application of the positive pole that their 
size will diminish, their location change, and the woman will 
become well. We have had at St. Joseph’s Hospital a number 
of cases come there on stretchers, who had been eléctrocised, 


if that is the term to use,—they might as well have been elec- 


trocuted,—and from operation upon those cases I have come 
to the conclusion that a patient with a fibroid tumor is a sur- 
gical patient, or a patient to be let alone. 

Dr. SCHOOLER, Des Moines, Ia.: I only want to say I don’t 


know anything about electricity; not much, perhaps, about the 
operative interference, although I have had some experience in 


that line. But there are a certain number of cases that go 
along during life without seeming to make any progress, in 
which the size of the tumor remains stationary. I think almost 


all of you can recall cases that you have known for the last 


ten or fifteen years in which the tumor seems to be about the 
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size that it was then; and occasionally there are symptoms of 
distress in the pelvis, but not always due, I think, to the pres- 
ence of a fibroid; but the persons who are subject to fibroid 
growth are subject to neuralgia of the ovaries and the pelvic 
organs, and subject to inflammatory conditions that have no 
connection, perhaps, with the fibroid. Many of these tumors 
remain practically quiescent as long as the patient lives. 
Many of them remain quiescent for several years and then 
take on a sudden growth. Now, if those cases had been treated 
_by electricity they would have been regarded as cured, while 
electricity would probably have had-nothing to do with the 


production of the cessation of the symptoms. If they had been 


operated upon and recovered, then, of course, it would have 

been set down to the credit of operative interference, and the 
patient would have been in practically the same condition as 
at the present day. I have a medical friend who has been 
carrying one of these tumors for fifteen years to my knowl- 
edge, and it seems to remain about the same. There has been 


no application of electricity; there has been no attempt at © 


an operation; there has been no administration of drugs, and 
her health remains perfectly good, except that she knows that 
she has a fibroid tumor which has long since ceased to trouble 


her. I perfectly agree, however, with the statement that it — 
is difficult to determine what cases will have so favorable an 


- existence and so favorable termination... There are many cases, 
I think, of fibroids that have degenerated into a malignant 
disease. There are many of them that suppurate and break 


down. There are many of them that undergo cystic degenera- 


tion. A large number of them that are apparently going along 


quietly suddenly take a turn for the worse, and an operation is — 


-imperatively demanded; and those are exactly the class of 
cases, to my mind, with what little knowledge I have of elec- 
tricity, on which we might do a little experimentation. I 
think it quite probable that in the progress we are now mak- 
ing, that progress is toward the side of conservatism to a 
greater extent than formerly, and I think the tendency on the 
part of men who operate as a rule for these affections is to 


keep their patients along under observation before recommend- 


ing an operation, more so than they have previously done. I 
think it is a step in the right direction. I think it is a method 
or precaution that will make stronger men, will make more 
frequent cures, and sacrifice fewer women’s lives, and save 
them from the mutilating operations that are sometimes done. 

Dr. PEARSE: There is one other matter in the treatment of 
fibroid tumors that I do not think was mentioned in the paper, 


which I had expected to hear mentioned, that I should like 


to refer to in this discussion in order to express my condem- 
nation of it in the limited experience that I have seen; and that 
is, the cutting off of the blood supply by ligating the uterine 
arteries, thereby diminishing or killing the growth. While 
that is successful, it is in a number of unforeseen cases so very 
disastrous from the gangrene or sloughing that frequently 
takes place, that I do not believe it is a treatment that ought 
to be encouraged. I find it in some of the medical journals 
very largely spoken of, and I would like to hear from others 
on this subject. 


Dr, JONAS: I would like to commend Dr. Simmons for one 
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thing, if for nothing else, and that is the courage he has ex- 


- hibited in reading this paper before the society; and if it were 


not for the fact that he comes from the city where lives the 
most prominent follower of the lost cause of last fall, I doubt 
very much whether he would have had the courage to come 
here to-day and present his paper upon a subject where he 
was sure to be met with such a strong opposition. At the 
time Dr. Apostoli gave his treatment to the world, we were 
looking for an-easy way to treat these cases of fibroid which 
came to us so frequently, and one of the easy ways presented 


was the treatment by electricity. I went to considerable ex-— 


pense to procure. a battery and all of Apostoli’s outfit, and 
pursued the treatment for several years on a number of cases, 
and I imagined for a time that they were benefited. The pa- 


_ tients said they were, they believed they felt better, they had | 
less hemorrhage, and agreed that they had less pain; and, 
while I never read a paper upon the subject, I would to my 


friends commend this method and advise its usage. Of late — 
years, the last five or six years, since we have learned how to. 


- handle fibroids more successfully and since the mortality has — 


been reduced as low as it has for uterine tumors, my method 
of treatment has been to remove them or let them alone. I 
have in a few instances cureited patients who refused abso-- 
lutely to have an operation, and hoped in that way, and did 
in that way, for a time at least, relieve the hemorrhage. I[ 
have also had some experience with Franklin Martin’s method 
of ligating the uterine arteries, because it was an easier way 
out of the trouble than to attempt to remove a fibroid tumor, 


_ and in several,cases imagined that the patients were very much 


better; the patients thought they. were, because you know — 
some of these patients come to us with almost too much confi- 
dence; they have heard of some things that we have done, and 
they imagine that we cannot fail in anything that we under- 
take. I must confess now that in none of the cases, fortu- 
nately, were there disastrous results; but I desire to say to-day 
that either the tumor must be removed, or if they are not re- | 
moved, let them alone. 

Closed by Dr. Stmmons: I feel very thankful that there is 
more than a grease spot left of me after going through this 
discussion, for that is all I expected would be left. I do not 
care to take much of your time. I am sorry for one thing, 
and that is that I did not read the whole of my paper, because 


if I had done so I think the discussion might have taken a little 


different trend. I want to say one thing, and you who know 
anything about electricity will agree with me, and that is, that 
we can with electricity reduce to its elements almost any 
tumor that we can get at. This can be demonstraied. ‘I want 
to say another thing, and that is that there has never been 
anything for which more ridiculous claims were made than 
were made for electricity in the cure of fibroid tumors. Ac- 
cording to these claims electricity was to work» wonders, and 
when it was found that it fell short of what enthusiasts said it 
would do, it was given up, and the pendulum has now swung 
to the other extreme, resulting in its being relegated to the 
things of the past, except by the few men who had good re- 
sults and stuck to it. During the furore for electricity it be- 
came the instrument of every quack and fraud. Now, I want 
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we 


~ to say to you, gentlemen, that I am not trying to convert you 
to the use of electricity, for I have no instruments to sell, but — 
I want to say that electricity has a field of usefulness, not only 
in treating fibroids, but subinvolution and’ other uterine 
troubles. The main object of my paper was to make a_ plea for 
electricity, not as a cure-all, neither do I: want to make the | 
claims for it that Apostoli and his followers did. I have not 
- claimed in my paper to cure fibroid tumors. I have claimed 
and do claim that I have relieved the symptoms arising from 
these fibroids. In regard to these cases that I have reported, - 
three of them are living in Lincoln to-day. I reported some 
of these cases at our local medical society. I did not give the 
‘names, but they were understood by those present at that time. — 
The result in. some of my cases was such that it could not 
have been from pure chance, although in two or three of them 
“this may have been true, but I do not think so. The last case 
of which I read was a woman that went to Chicago. One phy- 
sician advised her to have the tumor removed immediately. 
Another advised her to try electricity. She came back to me, 
and I also advised her to have it removed, and have done so 
repeatedly since, but she positively refused. I am not an ad- 
-vocate of the use of electricity in every case by any means. 
Neither do I believe that in all cases it will work symptomatic | 
cure, but I know it will in very many. In the case I have just 
referred to I would not have thought of using electricity, and 
I felt as though I was compromising myself when I did use it, 
because I thought she ought to have been operated upon. I 
was much interested in reading the discussion on the subject 
of treatment of fibroids which took place about a month ago 
in the London Obstetrical Society. Mr. Bland Sutton reported 
twenty-two cases upon whom he had operated, and with, I 
_ think, three or four deaths. The mortality at least was low. 
I was surprised at the discussion which took place after the 
reading of the paper, and which was taken part in by the 
leading gynecological surgeons of that country, because the 


trend of it was so different from the discussion which has ~— 


taken place here to-day. The statement was made by several ~ 
that fibroid tumors were fatal in not more than 2 or 3 per cent 

of the cases if nothing at all was done for them. An editorial 
in the British Medical Journal, commenting on the discussion. 
referred to, took much the same ground, referring to the ex- 
treme views held in this country, and believed that there was 
-a middle ground. In other words, that probably we operated 
too much in America, and the majority of the men in England 
were too conservative, as the discussion indicated. I don’t 
want to stand up here and say that electricity cures fibroids, 
neither, to repeat, do I claim to have cured these cases. You 
may call it palliating if you wish, but as far as some of my 
patients referred to are concerned they are satisfied with the 
palliation, and I believe it is one of the diseases that: justifies 
palliative measures, especially in hemorrhage. This is certain, 
I feel like saying that my experience has been such that I can 
promise to cure every case of hemorrhage with electricity, re- 


sulting from fibroid. Possibly time may make me change my 
mind. 
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A NEW SPECULUM. 
By 0. BEVERLY CAMPBELL, A. M.. M.D., 
ST. JOSEPH. MO., 


PROFESSOR OF ABDOMINAL SURGERY IN THE CENTRAL MEDIOAL COLLEGE. 


To Marion Sims the credit is given for revolution- 
izing gynecology in the invention of the speculum 
bearing his name, which made vaginal surgery more 
practical and easier of accomplishment. The speculi 
which preceded Sims’ invention were the cylindrical, 
the bi-valve and tri-valve speculi, any of which dilated 
the vagina sufficiently to present to view the external 
os and cervix, and were excellent instruments for the 
simpler plans of treatment of the cervix and endo-— 
metrium, but were worthless where surgical treatment 
of vagina, bladder, and uterus was necessary. Tue 
advance of the Sims speculum over the other varie- 
ties of speculi was that when inserted into the vagina 
and traction made upon the perineum, it would dilate. 
the vagina sufficiently so that the cervix could be | 
brought to view. The single blade and handle of the 
speculum were out of the way of the operator. 

Since the vaginal route for hysterectomy has been 
popularized in France and Germany, and is unques- 
tionably growing in favor in this country, the Sims 
speculum has been modified, the Sims position not so 
frequently employed. The posterior and lateral re- 
tractors are now used instead of the Sims speculum, 
and the dorsal position is the favored one. 

The purpose of a speculum for surgical work 
through the vagina is to accomplish dilatation of the 
vulva and vagina so that operations through these 
_ parts can be facilitated. That none of the speculi or 
| retractors yet invented have satisfactorily accom- 
plished perfect retraction of the labia, and sufficient 
‘I : and regular dilatation of the vagina, I think gynecol- 
i | ogists and abdominal surgeons will agree, and that an 
a instrument that would dilate the vagina perfectly, 
| retracting the labia and perineum, would simplify, to 
i a marked extent, the surgery of the vaginal route. 

a I have designed a tri-valve speculum, with which, 
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under anesthesia, the vagina can be forcibly dilated 
to near the capacity of the pelvic canal. 

‘That the vagina is a very dilatable organ is proven 
by the extent of dilatation it admits of during labor, 
and while it is possible for a skilled surgeon to operate 
successfully through an imperfectly dilated vagina, 
his task can be made easier of accomplishment and his 
work very much simplified by: a thorough and° 
larly maintained dilatation of the vagina. 

The operation of kolpo-hysterectomy | is very hard of — 
accomplishment where the vagina is imperfectly di- 
lated. Complete dilatation cannot be procured by the 
use of the posterior and lateral retractors. The per- 
ineum can be successfully retracted where a compe- | 
tent assistant maintains regular traction -upon the — 
posterior retractor, but it requires great care in pre- 
venting it from slipping from the vagina. The only. 
good to be derived from the lateral retractors is the 
retraction of the labia. To keep the lateral retractors— 
out of the way of the operator and to maintain a 
steady traction upon the lateral walls of the vagina - 
is a hard task, and many operators do not use them, 
as they are constantly getting out of place and are 
quite often in the operator’s way. The mechanism of — 
the posterior and lateral retractors is imperfect in 
accomplishing that for which they were intended— 
the dilatation of the vulvo-vagina. The mechanical 
principle involved is a direct force applied by the hand 
of an assistant. Direct force thus applied cannot be 
regularly maintained; hence, a constant alternate re- 
traction and relaxation. 

The principle involved in my speculum is a fixed or 
stationary counterbalancing force, obtained by the 
upper portion of the lateral blades pressing against 
the anterior wall of the vagina and pubic bones, which, — 
as the posterior blade lowered by turning the thumb- 
screw to the full capacity, at the lower end of the 
handle, makes counter-pressure, counter-balancing the 
force which has retracted the perineum. The lateral 
blades are now forcibly separated by pressure upon 
their handles until the lateral walls will not admit of 
further stretching, The lateral handles are now made | 
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A NEW SPECULUM. 
By 0. BEVERLY CAMPBELL, A. M.. M. D., 
ST. JOSEPH. MO., 
PROFESSOR OF ABDOMINAL SURGERY IN THE CENTRAL MEDIOAL COLLEGE. © 


To Marion Sims the credit is given for revolution- 
izing gynecology in the invention of the speculum 
bearing his name, which made vaginal surgery more 
practical and easier of accomplishment. The speculi 
which preceded Sims’ invention were the cylindrical, — 
the bi-valve and tri-valve speculi, any of which dilated 
the vagina sufficiently to present to view the external 
os and cervix, and were excellent instruments for the 
simpler plans of treatment of the cervix and endo- 
metrium, but were worthless where surgical treatment 
of vagina, bladder, and uterus was necessary. Tue 
advance of the Sims speculum over the other varie- 
ties of speculi was that when inserted into the vagina 
and traction made upon the perineum, it would dilate 
the vagina sufficiently so that the cervix could be 
brought to view. The single blade and handle of the 

- speculum were out of the way of the operator. 

Since the vaginal route for hysterectomy has been 
popularized in France and Germany, and is unques- 
tionably growing in favor in this country, the Sims 
speculum has been modified, the Sims position not so 
frequently employed. The posterior and lateral re- 
tractors are now used instead of the Sims speculum, 
and the dorsal position is the favored one. 

The purpose of a speculum for surgical work | 
through the vagina is to accomplish dilatation of the 
vulva and vagina so that operations through these 
parts can be facilitated. That none of the speculi or— 
retractors yet invented have satisfactorily accom- 
plished perfect retraction of the labia, and sufficient 
and regular dilatation of the vagina, I think gynecol- 
ogists and abdominal surgeons will agree, and that an 

q instrument that would dilate the vagina perfectly, 
| retracting the labia and perineum, would simplify, to 
i a marked extent, the surgery of the vaginal route. 

— I have designed a tri-valve speculum, with which, 
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under anesthesia, the vagina can be forcibly dilated 
to near the capacity of the pelvic canal. 

That the vagina is a very dilatable organ is proven 
by the extent of dilatation it admits of during labor, 
and while it is possible for a skilled surgeon to operate 
successfully through an imperfectly dilated vagina, 
his task can be made easier of accomplishment and his 
work very much simplified by: a thorough and° regu- 
larly maintained dilatation of the vagina. 


The operation of kolpo-hysterectomy is very hard of — 


accomplishment where the vagina is imperfectly di- 
lated. Complete dilatation cannot be procured by the 


use of the posterior and Jateral retractors. The per- 


ineum can be successfully retracted where a compe- 
tent assistant maintains regular traction - ‘upon the 


posterior retractor, but it requires great care in pre- 
venting it from slipping from the vagina. The only. 


good to be derived from the lateral retractors is the 


retraction of the labia. To keep the lateral retractors | 


out of the way of the operator and to maintain a 


steady traction upon the lateral walls of the vagina © 


is a hard task, and many operators do not use them, 
as they are constantly getting out of place and are 
quite often in the operator’s way. The mechanism of 
the posterior and lateral retractors is imperfect in 
accomplishing that for which they were intended— 


the dilatation of the vulvo-vagina. The mechanical 


principle involved is a direct force applied by the hand 


of an assistant. Direct force thus applied cannot be — 


regularly maintained; hence, a constant alternate re- 
traction and relaxation. 

he principle involved in my speculum is a fixed or 

stationary counterbalancing force, obtained by the 


upper portion of the lateral blades pressing against 


the anterior wall of the vagina and pubic bones, which, 
as the posterior blade lowered by turning the thumb- 


screw to the full capacity, at the lower end of the _ 


handle, makes counter-pressure, counter-balancing the 
force which has retracted the perineum. The lateral 
blades are now forcibly separated by pressure upon 
their handles until the lateral walls will not admit of 


further stretching, The lateral handles are now made | 
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stationary by means of thumb-screws. Thus, we have 
a counter-balancing force existing in the speculum 
which maintains the same degree of dilatation. The 


only applied force necessary is a litthe downward trac- 


tion upon the handle of the speculum for the purpose 
of steadying it and making more penne retraction of 
the perineum. 
The claims I shall set up for my speculum are: 
First—It is the only instrument that accomplishes 
and regularly maintains thorough dilation of the 
vulvo-vagina. 
Second—That, by its use, the vaginal route is 


‘ore accessible, admitting of more perfect technique. 


Third—That kolpo-hysterectomy can be more skill- 
fully and scientifically performed and the ee: of 


time in its performance shortened. 


Fourth—That all operations upon the cervix, vagina, 
and bladder are rendered easier of accomplishment. _ 


IMMEDIATE FORCIBLE STRAIGHTENING OF 
THE SPINE IN POTT’S DISEASE, WITH RE- 
PORT OF A CASE. 


By LEONARD FREEMAN, BS, M 
DENVER, COLO., 


PROFESSOR OF SURGERY, GROSS MEDICAL COLLEGE; SURGEON TO ARAP- 
AHOE COUNTY HOSPITAL AND TO ST. ANTHONY’S HOSPITAL. 


The essential features in the orthopedic treatment > 
of tubercular affections of bones and joints, are—to 
prevent, as far as possible, motion, traumatism, press- — 


and ultimate deformity. These requirements are 


more difficult to fulfill in connection with the spine 


than elsewhere, but, if anything, more essential. The 


best means at our command have heretofore been to 
place the patient in the recumbent position until the 
acute symptoms have subsided, and then permit lo- 
comotion with the vertebral column supported in 
some appropriate manner. This meets the indications 
sufficiently in recent cases without deformity, but 
where destruction of the bodies of the vertebre has 
taken place and kyphosis developed, the method is 
deficient. It neither completely prevents pressure of 
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the diseased surfaces against each other, nor does it 


relieve deformity. 


Calot! 4, of Berck-sur-Mer, has recently 
a method of treatment, which, although it antagonizes . 
preconceived ideas, nevertheless deserves our careful 
- attention. Instead of respecting the disfiguring hump, 
as we have been taught to do, he forcibly straightens 
the spine and endeavors to obtain a cure with little 
or no deformity. 

The patient, under an ancntivotic, is placed face. 
downward upon a table. Two or three- assistants 
make strong extension and counter-extension from 
the head and lower extremities. When the extending 
- force has been slowly raised to the desired point, 
which is not fixed, but should seldom exceed about 175 
pounds, the operator applies increasing pressure with — 
the balls of his thumbs upon each side of the pro- 
_ jecting vertebral spines, the hands of assistants fur- 
-nishing counter-pressure from beneath. Considerable 
force is sometimes required,—more than would at 

first be supposed either safe or desirable, although 
it is seldom necessary that seventy-five pounds should 
be exceeded. In recent cases, and occasionally in older 
ones, reduction is accomplished with surprising fa- 
cility, extension alone at times being sufficient. 
(Chipault?.) The giving way of adhesions is usually. 
preceptible to the touch and often to the ear, as in 
the mobilizing of anchylosed joints. 

While the patient is still under the anesthetic, Calot 
applies a plaster jacket over a layer of cotton; the 
back of the head, neck, and chin being included in the 
dressing, so that the face only remains exposed. 
Jones and Tubby*® employ a modified double Thomas- 
splint, which they claim is more easily applied than 

plaster and is equally effective. The patient is net 
- permitted to walk about until bony anchylosis has 
taken place, which may be demonstrated by a skia- 
graph. 

Some surgeons (Nebel* in all cases, Jonnesco’ when 
the deformity is slight) prefer to operate without an 
anesthetic, deeming it preferable for the patient to 

endure the pain, which must often be intense, rather 
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than run the risk of anesthesia. There seems to be 
little reason to suppose, however, that chloroform or 
ether is much more dangerous than under other cir- 
cumstances, and one or the other has been used in the 


majority of cases reported. 


A number of operators (Jonnesco’,Jones and Tubby’, 
Nebel‘, Vulpius*, Redard') prefer to employ some form 
of apparatus in producing extension, rather than de- 
pend upon the hands of assistants. Intelligently di- 
rected muscular effort, however, seems preferable to 
any sort of machinery, as it is in many other surgical 
manipulations. O. Vulpius’, of Heidelberg, suspends 
the patient above the table, face-downwards, the el- 


bows alone resting on the surface beneath. This is 


accomplished by means of bands attached to the legs, 
and a Sayre’s apparatus applied to the head. It is 
claimed that reduction of the deformity and the ap- 


plication of a plaster jacket are thus — 
with greater facility. 


Hermann Nebel*, of Frankfurt a. M., employs an 
apparatus of his own invention, consisting of a sort 
of swinging bed, formed of cross-strips of webbing, 


$0 arranged as to make pressure upon the portion of 


the body desired, while the patient lies face-down- 


ward. In most instances, however, while adjusting 


the plaster jacket, the Sayre suspension apparatus 
has been employed in the usual way, either while the 
child was under chloroform or after the effects of the 
drug had disappeared. Suspension by the legs, with 
or without anesthesia, is recommended by some. 

A. Chipault?: " insists upon the advisability, in ag- 
gravated cases, of cutting down upon and wiring 


together the spineous processes of the diseased ver- 


tebree and the adjacent healthy ones, in order to add 
stability to the straightened spine; but this seems 
to be unnecessary in most cases, although perhaps 
desirable in some. Chipault also employs wire in 
recent cases without deformity. 

As regards the length of time in which the recum- 
bent position should be retained, Nebel places it at 
a few days, and Vulpius at about eight weeks; but 
Calot insists that it should be longer than this, some- 
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times as much as eighteen months. It. appears rea- 
- gonable that patients should rather be left too long 
upon their backs than be permitted to get up too 
soon; that the time should in many instances be 
- Measured by months rather than weeks, if durable re- 
sults are to be obtained. A _ well-fitting jacket or 
brace would, without doubt, permit comparatively 
early locomotion in many cases. The duration of the — 
treatment, as Calot remarks, depends largely upon. 

the stage of the disease; if it is no longer active, the 

patient may often be discharged in four to eight | 
months; but if the tubercular process is still pro- 
gressive, from six months to one, two, or three years: 
may be required to effect a cure, as is the case under 
other methods of treatment. If no inconvenience is 


occasioned, a single jacket may be worn three months 


or even five. 

It is surprising how few dangers appear to attend, 
foreible straightening of the spine. Out of about six 
hundred cases, paralysis or death has occurred in but 
1 per. cent. (Calot’®.) The cord is almost never in- 
jured, although Lorenz (cited by Nebel*) mentions an 
instance in which paresis of the bladder and lower 
extremities was apparently converted into complete 
paralysis, while two other cases of paralysis occurring 
in the first few weeks have been recorded; but it 
should not be forgotten that paralysis occurs anyhow 
in one-fifth of all cases. Vulpius noticed a single in- 
stance of temporary meningeal irritation. Investi- 
gations conducted upon dead children with Pott’s 
disease have demonstrated that the membranes are 
probably never torn. 

When the spine is quickly and forcibly sevalihiauina, 
a gap is produced between the bodies of the vertebre. 
This cavity is sometimes enormous, although varying 
in size according to the amount of bone which has 
been destroyed. In at least-one specimen, exhibited 
by Menard® in the Soc. de Chir., the fibrous wall lim- 
iting the focus was ruptured, admitting the tubercu- 
lous material to the mediastinum. Menard and Wat- 
son Cheyne’ insist that strengthening arches and 
buttresses of new bone do not form in these cases, and 
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that we cannot hope for the production of enough 
fibrous material of sufficient strength to prevent the 
recurrence of deformity; they advocate waiting until — 
the ultimate results are obtained from the cases al- 
ready operated upon. Calot, however, affirms that 
consolidation does take place in the majority of in- 
stances; by anchylosis, in moderately severe cases, 
of the bodies of the vertebrae as well as the lamine 
and transverse processes and even the spinous pro- 
cesses, while in the more extensive cases the posterior 
bony structures alone become consolidated. This he - 
has demonstrated to his satisfaction by skiagraphs 
and specimens: If anchylosis should fail to appear 
within a reasonable time, say six to ten months, he ey 
recommends its artificial production by cutting down 
upon the laminz, loosening the periosteum, and slid- - - 
ing it across the articulations. The operation should 
- inelude several sound vertebre on each side of the 
diseased ones. He suggests that this might even be 
done in many cases merely in the interests of prophy- 
laxis, and it be done when recurrence 
takes place. 
R. W. Murray” exhibited to the Clinical Sieetuas: of 
London, the spines of two individuals who had died 
of intercurrent maladies two and three months re- 
spectively after forcible straightening. A species of 
false joint existed in each case, without the slightest 
evidence of bony union. In the light of Calot’s state- 
ments, however, the time was rather short for repair 
to take place.. On.the other hand, Ducroquet** has. 
| obtained radiographs of nearly twenty cases in which 
a | consolidation has certainly occurred. It was aided, 
apparently, by a sort of telescoping or intrication of 
the laminz. The spine becomes, in this way, some- 
what shortened and the cavity produced by the 


straightening largely disappears. It is a question 
whether early locomotion in a well- fitting PaERET might 
not assist this process. 

The danger of causing meningitis is probably not 
greater than in breaking up anchylosed tubercular 
joints in general. Among three hundred redressements 
made by Calot, during the first six months but four 
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- cases of tubercular broncho-pneumonia or tubercular | 
meningitis occurred. In a recent discussion before — 
the Soc. de. Chir.®, Reclus, Lannelongue, Broca, Brun, 
Quenu, and Jalaquier, all claimed that this danger 
had been greatly exaggerated, Lannelongue and 
Brun even maintaining that inflammation of the men- 
inges occurred just as frequently when the cases were 
left entirely to themselves. Jones and Tubby* hold 


similar views. During the last eight years, Kirmis- 


son’, however, has seen five cases of meningitis de- . 


velop immediately after the breaking up of adhesions — 


in tubercular joints, and he is accordingly opposed to 
such measures in most cases. Whatever the ultimate — 
- decision in the question, the fact remains that a few 
patients have succumbed to meningitis at greater or 
lesser intervals following the correction of spinal de- 
formities. 
It is asserted that Calot was not the first to forcibly 
straighten the spine in spondylitis, Chipault’ and 
Sayre*® being among those who claim the distinction; 
but it cannot be denied that Calot originally employed 
the method extensively, and brought it into promi- 
nence. Some who preceded him attempted to attain 
the same end by slower means; while others (Langen- 
beck, Willett, Dick, Hare) suspended the patient by 
the head and applied extension to the legs until the > 
hump disappeared, one or two individuals unfortu- 
nately dying under the process. Manifestly neither 
of these methods is that of Calot. It is surely unjust 
to urge the death of these patients against the employ- 
ment of Calot’s procedure, as is done by Nebel. It is— 
one thing to straighten a spine by an intelligent com- 
bination of extension and pressure, and quite another 
to hang a patient by the head and pull at his heels 
until the deformity gives way. 

‘The general verdict has been that the cases in whites 
-Calot’s method is applicable should be selected with 
care. Recent deformities are much more favorable 
than old ones where anchylosis has occurred. Where 
the hump is small the chances of accomplishing per- 
manent improvement are better than when it is large. 
Nevertheless, a time-limit or a size-limit is very diffi- 
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-eult to set. Old curvatures of large proportions have 


been successfully reduced, although the reduction is 
seldom complete, amounting generally to about three- 
fourths. Calot advises against operating upon pa- 
tients of over twenty years of age in which the de- 
formity has existed seven or eight years, especially 
if a force greater than fifty or eighty kilograms is re- 


quired; but if the age is under twenty, straightening © 
may be accomplished, even if the hump has existed as 


long as ten years. In any instance, if a force of one 
hundred kilograms fails, it is better to make an oste- 


otomy on the posterior bony structures or even upon 


the bodies of the vertebre themselves. In old de- 
formities, even if the appearance of the back is but 


slightly bettered, the diseased surfaces may be re- _ 
lieved from mutual pressure, and the progress of the 


affection thus checked. In these cases it is doubtless 
wise to operate in several sittings, using but moderate | 
force and correcting but a portion of the kyphosis at 


atime. The sittings should not be longer than several 
weeks apart, so as to avoid the growth of new bony 
supports. | 


In very old, firmly anchylosed iaplabionen it is bet- 
ter not to interfere at all, unless it be merely to re- 


move the vertebral spines, and thus lessen the promi- 


nence of the hump. Other contra-indications are,— 


the presence of marked cachexia, pulmonary or other 
complications, tubercular abscesses or sinuses, exten-— 


sive deformities of the chest, etc. : 

The presence of cold abscesses is not a positive con- 
tra-indication to operative interference, although their 
rupture into the vertebral canal might give rise to 
paralysis, but it is preferable to dispose of them first, 
if possible. In Calot’s cases, two abscesses followed 


‘redressement; but, on the other hand, several disap- 


peared under similar conditions. An interesting ob- 
servation of Calot’s is that out of eight cases compli- 
cated with paralysis, in six the paralytic symptoms 
disappeared within ten days. 

Calot has reported nearly three hundred cases with 
but two deaths and very few accidents of any kind.’° 
His statistics, which must be regarded as reliable, in 
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absence of proof to the contrary, are certainly remark- 
able. Perhaps he has been peculiarly fortunate, as 
has happened to operators in other lines. The experi 
ences of other surgeons have been SArOPREee in the 


main: 


Jonnesco™*, of reports thirty cases, four 
of which died, the causes and times of death not being 
given. 
~ Redard? 13 14, of Paris, reports forty cases in which > 
no disagreeable complications resulted. In all, the 


general conditions improved and the pains which were 


present ceased at once. In six, where deformity was 
marked, the spine became fixed in its new position; 
while in three a slight recurrence of the hump was 
found on removing the plaster cast at the end of two 
months. This was at once recorrected. _ 

Robert Jones and A. H. Tubby® report eleven cases 
with no immediate or remote bad results, the obser- 
vations extending over a period of four months. All 
were benefited, the deformity in even the old and pro- 
nounced cases being reduced at last three-fourths. -In 
six, immediate and complete reduction was easily ac- 
complished, two presenting extreme deformity. In a 
more recent article, Jones and Tubby’® give their ex- 
perience with twenty-five cases, while Jones is cred- 
ited by Calot with sixty cases in all, with but one dis- 
aster. Five cases presented paralytic and paretic 
symptoms which at once improved. Ten complete and 
fifteen partial reductions were accomplished at the 
first sitting. 

Hermann Nebel* reports | SIX Cases operates upon 
without difficulty. 

Brun® reports two cases with recent deformity. 
- Correction was easily accomplished. 

Vulpius® has had good success, even in old cases 
with marked kyphosis. 

Michaux® reports one case, with an. old but small 
hump, but of such character that the patient was 
compelled to. support himself while walking by placing — 
his hands upon his knees. Straightening was easily © 
accomplished. 

Broca® reports three cases, in which although two 
presented no difficulties, the third resisted all efforts. 
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Helferich’ reports two satisfactory results in recent 
cases. 

Hoffa, of Strasburg”, reports thirty- six cases with- 
out necident, and Bilhout fifty cases with three deaths 
due to respiratory failure during manipulation. 

R. W. Murray, of Liverpool", reports fourteen cases, 
including one of paralysis which underwent consider: 
able improvement. | 
Jackson Clarke** reports one case, in which the re- 
gult was unfavorable. 
Cotterell’? reports two Gases, in one of which the 
existing paralysis was. benefited. 

Phocar” reports twelve cases with re- 
sults. 


John Ridion, of Chicago, not long ago informed the foe 


writer that he had recently operated upon several 
cases without accident. The immediate results, which 
were in the main favorable, not ‘yet been -pub- 
lished. 

To recapitulate: Theoretically the advantages of 
Calot’s method are—(1) immediate, complete, or par- 
tial correction of deformity; (2) removal of pressure © 
and irritation from the cord, resulting in some cases 
in relief from neuralgic and paralytic symptoms; (3) 
separation of the diseased surfaces of bone, thus avoid- 
ing pressure and irritation which are supposed to fa- 
vor continuance and spread of disease; (4) gain in 
length of the spine; (5).avoidance of malformations 
of the chest walls and injurious alterations of the po- 
sitions of organs. 

The disadvantages which have been claimed are: 
(1) Production of a large cavity which may not fill up 
with sufficiently firm tissue; (2) non-formation of sup- 
porting masses of new bone and consequent weakness — 
of the spine and recurrence of deformity; (3) rupture 
of tubercular material into the mediastinum; (4) in- 
crease of the disease by local injury, separation of 
fragments of bone, ete.; (5) production of tubercular 
‘meningitis, or of general tuberculosis; (6) injury to the 
cord or to its membranes. 

Certain of these objections. undoubtedly have 
weight, while others are more or less peel d or 
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at least are not greater than are met with in the 
correction of deformities due to tuberculosis elsewhere 


in the body. Considering the number of cases already 


_ reported, and the favorable results obtained, we are 
certainly justified in operating upon reasonably re- 
cent cases with not too great deformity, and especially 
upon those with neuralgic or paralytic symptoms 
which do not tend towards improvement; the straight- 
ening process being, perhaps, more likely to relieve 
anterior pressure upon the cord than would a lami- 
- hectomy. On the other hand-we must recognize that 
the method is yet in its experimental stage, and that 
we cannot speak with certainty as to the durability of 
its immediate achievements. 


It is to be noted that forcible redressement in one 


sitting may be. applied to deformities of the spine 


arising from causes other than tuberculosis,—in ordi- 


nary scoliosis, in rachitic curvatures, ete. (Vulpius’ ce. 


Calot*.) 
In the present state of our knowledge of Calot’s 


operation, every experience, however limited, is of 


value; I therefore report the following case: 


A well developed, fairly well nourished girl of 
eleven years, with no family history of tuberculosis, 


- developed during the fall of 1896 a slight dorsal 


kyphosis, for which a plaster jacket was applied. The 


deformity gradually increased, until on October 7, 


1897, there was a marked rounded prominence cor- 
responding: to the sixth, seventh, eighth, and ninth 
Spinous processes, the seventh being more prominent 
than the others. There was throughout this time 
much girdle- pain felt in the abdomen, but there was 


little or no pain or tenderness in connection with the 


spine itself. When examined in October, percussion of 


the hump, or a jarring blow upon the head, produced 


no inconvenience whatever, and there was no muscular 


rigidity. About three months ago the child’s appe-_ 


tite began to fail and she lost considerable flesh. Five 
weeks ago a spastic gait developed, although it did 
not prevent free locomotion; but about one week 
‘ after this, control of the lower extremities was sud- 
denly and completely lost, followed by severe shooting 
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pains. The knee-jerks were found much increased on 
both sides, and the lower limbs paralyzed as regards — 
motion, although sensation remained intact. _ 

The child was admitted to St. Anthony’s Hospital . 
on October 8, 1897, and at once placed in bed, a plaster 
mould, upon which she lay, being accurately fitted to 
the back. She slowly grew worse, the girdle-pain in- 


creasing, until but little rest could be procured either 


night or day, the bowels and bladder being emptied 
with much difficulty and severe pain. At times ca- 
theterization was necessary. The matrix of a toe-nail 
upon the left foot became ulcerated so that the nail 
dropped off, and sensation diseppeared from the pero- 


neal region of the right leg. 


On November 13, Calot’s operation was undertaken, 


Dr. J. T. Eskridge, who was present, was so successful 


in hypnotizing the patient that an anesthetic at first 
seemed to be unnecessary, but the pain soon became 


so excessive that chloroform was administered. 


Extension and counter-extension were made from 


the head and feet by three assistants, while a fourth 
pressed upward with the palms of his hands from 


beneath, the patient lying face-downwards. The op- 
erator made direct pressure upon the deformity by 
means of the thumbs placed upon either side of the 
vertebral spines. Considerable force was gradually 
exerted, the adhesions giving way and the spine 
straightening itself with an audible cracking and 
tearing noise. The kyphosis was reduced about three 
fourths in size. Some difficulty was experienced in 
making sufficient continuous extension upon the head 
without interfering with the child’s respiration. 

The patient was then swung, face-downwards, in a 


muslin hammock, which preserved the backward cur- 


vature of the spine, and the anesthetic discontinued. 


A heavy plaster mould. over a thick layer of cotton 


was applied to the back, neck, and head, and re- 
inforced by a strip .of sheet-iron. A few turns of a 
paster bandage about the chest and abdomen served 
to hold the cast in position. 

Very little pain or discomfort followed the opera- 


tion, but catheterization was necessary during thirty- 
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six hours. On the second day the girdle-pain had 
entirely disappeared and micturition and defecation 
soon became normal. The ulcerated toe healed so 
rapidly that it was practically well in three days, and 
sensation soon returned to the peroneal area. For 
perhaps a week, spastic contracture of the lower. 
limbs was marked, attempts at straightening being 
accompanied with severe pain; but this ‘difiiculty. soon 
disappeared. | 
From the date of the operation the child’s general 
condition rapidly improved, and in the course of sev- 
eral weeks a considerable gain in weight became 
apparent, but there was no return of motion. The ; 
prolonged dorsal position seemed to cause little dis- 
comfort. 
At fhe end of about a month it could be seen that 
the patient was again beginning to lose ground. A 
superficial bed-sore appeared in the sacral region, 
and the general condition became less satisfactory. 
In a few days it was noticed that sensation was im- 
paired over both lower extremities and the portion of 
the trunk below the deformity, and that the bed-sore 
had increased in size considerably. It was evident | 
that the good which had been accomplished by the 
attempt at straightening the spine had been overcome 
by the disease. It was decided not to essay further 
redressement, but to do a laminectomy instead. 


f. Chir., 1897, No. 39 (Internat. Med. Co g., Moscow, Aug. 
1897 
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FRACTURES OF THE SPINE. 


By BYRON B. DAVIS, M.D., 
OMAHA, NEB., 


CHIEF SURGEON TO IMMANUEL HOSPITAL. 


My personal experience in the treatment of spinal 
fracture has been limited. The following three cases 
are all whose histories have been recorded: 

- Cast I.—In November, 1891, an Irishman, farmer, 
aged 47 years, fell from his wagon while intoxicated. 
No one observed him and there is no record of how 
he struck. Paralysis of the extremities was not com- 
plete. He could move his feet slightly under strong 
effort but could not walk. Not much sensation below 
the knees.. Bladder and rectum paralyzed at first, 
but after a week he was able to pass his urine with- 
out the catheter, and within a short time the bowels 
became normal. Great tenderness over the lower 
dorsal vertebre. Reflexes retained. The treatment 
was absolute rest on his back on a hard mattress. 
The paralysis of the limbs continued about the same 
for two months. At the end of five months could 
walk with difficilty, and within a year could walk 
almost as well as ever; but has never been as active as — 
before the injury. 

Case IJ.—An American laborer, aged 18 
years. In the summer of 1892 he fell from the front 
end of a rapidly moving and heavily loaded hand-. 
car, struck upon his shoulders, and his spinal column 
was very sharply flexed. Total immediate paralysis of | 
lower extremities, bladder, and bowels. There was a 
distinct gibbosity of the second and third dorsal ver- 
tebre, and the supposition was that one or more of 
the bodies had been crushed. The reflexes were 
abolished. Bed-sores began to appear within a day 
ortwo. These facts I elicited from his attending phy- 
sician, when called in consultation a month later. 
The paralysis at this time was still complete. Severe 
decubitus present and cystitis very troublesome. No 
operation was performed and he gradually lost ground 
and died at the end of five months, presumably from; 
an ascending infection of the kidneys. 
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Case IIL.—A Swedish coal miner, aged 31 years. 
December 22, 1896, while working in a coal mine, a 
mass of slate, weighing a ton or more, fell, striking 
him between the shoulders while he was standing in 
- a stooping position. His body was bent forward until 
his head was between his feet. Total immediate pa- 
ralysis of lower extremities, bladder, and rectum. Se- 
_vere pain in lower dorsal and lumbar regions, also in 
inguinal region. His bladder was emptied regularly 
by catheter for a month, after which time the urine > 
has been permitted to dribble, except twice per week, 
when the urine was drawn and the bladder washed — 
with an antiseptic solution. Soon after the injury 
the use of the galvanic current was begun and the 


patient states that the muscles contracted in response an 


to the electric current. 

The above is the history given when the patient 
came under my care at Immanuel Hospital, in April, 
1897. Two or three bed-sores have formed over the 
sacrum and on the heels and external borders of the 
feet. Of late the patient stated that there has been 
much burning pain in the long bones of the lower 


extremities. Severe cystitis was present and there ~ 


has been absolutely no improvement in sensation or 
- motion. In spite of the fact that strong cathartics 

_ have been necessary every three or four days, the ap- 
petite and feeling of well-being have been well main- | 
tained. Reaction of degeneration was present in the © 
muscles of the extremities. The reflexes were abol- 
ished. 

After a few days’ ‘treatment of the bed-sores and 
the cystitis, laminectomy was performed April 24, 
1897, and the arches of the last dorsal and first lum. 
bar vertebrae removed. The laminz of the last dorsal 
were found a full half inch posterior to those of the 
first dorsal, and there seemed no question that the 
body of the last dorsal was dislocated backward. A 
greater degree of resistance was felt at this place 
when careful palpation was made. The dura was 
dark and injected, but was not opened. The right 
lamina.of the first lumbar had been fractured close 
to the transverse process. After removal of the two | 
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arches tints, all pressure upon the cord seemed 
to have been relieved. 

The operation was not difficult or bloody. The only 
point worthy of mention was the method of dividing 


the lamine. Although provided with chisels, rongeur 


forceps, etc., it was found that the De Vilbiss crani- 


otomy forceps worked beautifully and it was agreed by 


all present that they greatly simplified the operation. 
There was no shock and primary healing followed. 

_ The fourth day it was found that sensation had ex- 
tended slightly downward. At the end of a week 
tingling sensations extended to the toes, the thigh 


muscles occasionally contracted in response to this 


tingling sensation. The bed-sores were healed inside 


a month,.and by extreme care in the use of the ca- 


theter, with flushings, etc., the cystitis was soon re- 


: lieved. But the bladder and rectum are still paral- 


yzed, sensation has only descended three or four 


inches lower, and there is no change in the muscles. 


For the past two months the muscles have con- 


tracted, with passage of the faradic current, some- 


thing which did not occur before. The posterior leg 
muscles are somewhat contracted, throwing the feet 
slightly into the equinus position. All in all I cannot 
say that the slight improvement in the condition is 
not solely due to the natural progress which might 
have been made had no operation been performed. 
This was probably one of those cases in which 


damage had been done to the cord too serious for 


restitution, or in which the operation was so late that 
pressure changes had advanced so far as to nullify 
all benefit from operation. 


The indications for operation in these deplorable 


| cases are not yet clear. The views held are at wide 


variance. The only way in which the subject can be 


put upon a basis upon which there will be substantial 


agreement, will be by painstaking care in the observa- 
tion of cases. There must be, (1) more accuracy in 
determining the nature and extent of the bone and 
cord lesions in operated and post-mortem cases; (2) 
a better understanding of the powers of regeneration 
of contused, lacerated, and compressed spinal cord; 
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(3) a more careful report of individual cases; (4) 
painstaking study of large numbers of clinical cases 
which have been carefully observed and fully re-— 
ported. 


The first ought to receive great impetus by the ju- , 


dicious use of the X-rays. Complete records of the | 


symptoms, especially of the reflexes, in cases which 
are afterwards studied in the operating room or on 
the post-mortem table, will doubtless render the di- 
agnosis of the lesion less a matter of speculation than — 
it is at present. 
_ The second calls for more investigation of the lower 
animals. It ought not to be conceded that the last 
- word has been spoken when Thorburn says: “In man 
we cannot hope for anatomical recovery. Vicarious 
conduction may allow of restoration of function to 
some extent, but in the case of complete transverse 
lesions, in which vicarious conduction is manifestly 
— impossible, no recovery whatever will take place.” 
_ Phat the efforts of Abbe, Morris, and Maydl to unite 
the severed ends of the cord were unsuccessful is 
true; so were many early efforts to unite the severed 
ends of the intestines. 

That the cord is a very complex organ is undis- 
— puted; but the conclusion that so many draw, that 
“hence regeneration cannot take place,” is certainly — 
too dogmatical to be accepted without question. If 
regeneration of the cord is impossible how can one 
account for the many cases on record in which com- 
plete immediate paralysis of the extremities, bladder, 
and bowels follow an injury; this abolition of function 
continues for months, then gradual improvement be- 
gins and the patient is finally restored to practically 
his normal condition? 

In such a case the paralypia must have been due to 
compression by bone, or by a blood clot, to contusion 
of a transverse section of the cord, or to division of the 
cord. If due to compression by bone, relief to that 
pressure could hardly occur except by some artificial 
means. If due to hemorrhage, the paralysis would 
not be of so long continuance, since absorption of a 
clot is usually a matter only of weeks. This leaves 
only contusion and laceration as possible causes of the 
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paralysis. In either case restitution of the cord must 
have taken place. : 
To the third requirement, a study of clinical cases. 


1 wish to invite a few mimutes of your time. Curlt, 


in his ‘‘Handbuch der Lehre v. d. Knochen-Bruchen,”’ 
1864, out of a list of 27U cases of fracture of the spine 
treated conservatively reports 217 deaths, a mortality 
of over 80 per cent. Burrill, from the records of the 
Boston City Hospital, reports 82 cases, with 64 deaths, 


a mortality of 78 per cent. In neither of these lists is. 
there a. sufficiently clear statement of the region of 


the cord involved to make it a basis for comparison, 
but the number of cases is great enough to make it 


_gafe to conclude that the mortality per cent. of con- 


servatively treated fractures of the spine as they come 
is not far from 80. 
Several writers have collected lists aki cases in which 


lecaiilenhinay has been performed. Quoting from these 
tables, and from other cases recently reported, and a 


few unreported cases which have come to my knowl- 
edge, I feel that the results ought to be fairly repre- 
sentative. 

Ashhurst’s table, given on page 890, vol. LV, “The 


International Encyclopedia of Surgery,” includes 43° 
cases operated upon. Of these, 31, or 72 per cent., 


died; four were not benefited; four were relieved; 
and in four the result was unknown. In a foot-note 
he states that “there is no recorded instance of com- 
plete recovery after spinal resection.” Not much en- 
couragement here; and yet the mortality is 8 per cent. 
less than in those treated without operation. Then, 
too, it must be remembered that this table was com- 
piled in 1884, and most of the cases did not reap the 


benefits of antisepsis, and all were done before asepsis 
came into vogue. Out of this whole list practically 


nothing can be gleaned of the region of the cord in- 
volved, of the length of time elapsing after the injury 
before the operation, or of the extent of the injury. 
Many of these cases were evidently due to gunshot 
wounds, in which the loose pieces were merely picked 
out. For these reasons the results found in this table 
may be safely disregarded in considering the mortality 
from the operation at the present time, — 
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_ J. William White (Annals of Surgery, July, 1889,) 
_ gives a careful review of laminectomy up to date. He 
records the histories of 53 cases. Of these no less 
than 40 were done in pre-antiseptic times, and many 
of them are contained in Ashhurst’s list, and are 
therefore dropped from consideration. Of the 13 
— cases recorded by White as occurring since the advent © 
of Listerism, three, or 23 per cent., completely re- 
covered; two, or 15 per cent., were benefited; seven, 
or 54 per cent. were unimproved, and one, or 7.7 i per 
cent., died. 
The next table to which attention is invited is that 
of Lloyd (Amer. Jour. of Med. Sci., July, 1891). It _ 
comprises all the cases reported ap to February 28, 
1891, and several obtained from private sources. 
There are 103 cases in the table and evidently include 
all those found in the lists of Ashhurst and White. 
Of the 103 laminectomies reported by Lloyd, 43 oc- 
curred in pre-antiseptic days, and 60 since the advent — 
of Listerism. Of the 43 pre-antiseptic operations, 28, 
or 65 per cent., died. Of the 15 that recovered- from 
the operation, one was cured, seven partially cured, 
five unimproved, and in two the result was Un- 


known. 


Of the 60 cases ‘ies under antiseptic and asep- 
‘tie precautions, 30, or 50 per cent., died; 4, or 6.7 per 
cent., were cured; 15, or 25 per cent. were improved, 
and 11, or 18.3 per cent., were unimproved. 

Taken without explanation, the mortality is high, 

but it is 30 per cent. less than in the tables of Gurlt 
and Burrell, where the treatment was non-operative. 
Many of Lloyd’s deaths were in spite of, and not be- 
cause of, the operation. 

White has also compiled a table of 37 cases, all 
done under aseptic precautions. Of these 14, or 38 
per cent., died; 6, or 16 per cent., made complete re- 
coveries; 6, or 16 per cent., were improved, and 11, or 
30 per cent., were unimproved. 

Walter L. Pyle (Annals of Surg., June, 1894,) has 
compiled a table of 52 cases, all of them occurring 
since the lists.of Lloyd and White. There are in 
Pyle’s list, 15, or 29.4 per cent., of deaths; 26, or 50 
per cent., recoveries with benefit; 5, or 9.7 per cent., 
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recoveries without benefit; and 5, or 9.7 per cent., in 
which the final result was not ascertained. & 
This cannot be taken as evidence of the results of 
laminectomy for fracture, because tumors of the cord 
and Pott’s paraplegia are included in his table and it 
is impossible to separate the cases of fracture with 
any certainty. 

Twenty-one only are distinctly stated to be due to 
fracture; and of these, 7, or 33 per cent., recovered; 


6, or 29 per cent., were improved; 2, or 9 per cent., 
were not improved, and 6, or 29 per cent., died. The 
‘per cent. of mortality in the complete table is almost 
the same as in the one containing only fractures, 


while the per cent. of recoveries in the complete list — 
is 50, as opposed to 33 in the one containing fractures. 
Chipault, in his recent work, tabulates 164 cases of 


fracture of the spine, upon which the operation of 


laminectomy has been performed. How many of these 
appear in the tables already cited I do not know, but 


doubtless a number of the reports are duplicated. Of 


the 164 cases, 12, or 7.3 per cent., were fully cured; 
26, or 16 per cent., were improved; 46, or 28 per cent., — 
were not improved, and 80, or 48.7 per cent., died. 
Some of these occurred in pre-antiseptic days. | 
Outside of these tables I have been able to find the 
records of 20 cases which have been recently operated 
upon, or only recently reported. Nine of these are 


reported as recovered with benefit; some of them ab- 


solutely cured; eight as improved, and three as_ hav- 


ing died. 


Only three of the 20 cases occurred in the cervical | 
and upper dorsal region. One of them recovered 


fully; the other two died. 


Of the 17 cases occurring in the dorso-lumbar region — 
there was only one death, with seven reported as re- 
covered and nine as improved. 

Taking these lists all together it would appear that 
of all cases in which laminectomy has been performed 
since the advent of antiseptics and asepsis, in all 
regions of the cord, indiscriminately, and at various 
periods, from 24 hours to 14 years after the injury, 
about 40 per cent. of deaths occur, as contrasted with 
80 per cent. without operation. It may further be 
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said in favor of operation, that of those who survive; 
_ a higher per cent. are cured and improved than —s | 
those treated without operation. | 
_ Although the distinction of region does not appear 
in a sufficiently large number of cases to be able to 
give definite figures, it would appear that the mor- 
tality among cases occurring in the dorso-lumbar re- 
gion is not more than a half or two-thirds as great 
as when the higher portions of the cord are involved. 
Turning now to the time of operation, I find that al- 
most all of the cases of fracture of the dorso-lumbar 
region operated upon during the first week are re- 
‘ported as either fully recovered or much improved. | 
There seems little question, in the light of the his- 


tories studied, that an earlier resort to operation would 


_ be the means of bringing about more cures, more cases 
of improvement, and fewer cases of non- improvement, i 
and fewer deaths. 

 Schede’s cases (Annals of the Hamburg City Hos- 
pital, 1892)-are eloquent in favor of operation, and 
early operation. Thirteen cases are recorded as not 
operated upon, and of these all but one died. In sev- 


_ eral the injuries were evidently so severe as to con- 


tra-indicate any operative measures, the ligures 
nevertheless suggestive. 
_ Of Schede’s three operated cases one died, one was 
| improved, and one unimproved. The case which 
' showed marked improvement was operated upon six- 
teen hours after receipt of the injury. The one dying © 

and the one unimproved were not operated upon until — 
more than a year after the injury. All three cases . 

occurred in the mid- dorsal region and are included in 
Pyle’s table. | 
If operation is to be performed at all I can see no 
— good reason to delay until all the harm possible has’ 
been done. lLauenstein advises to wait “several weeks 
to allow nature’s unaided effort to attempt repair.” 
Is this not too long to wait? Is not pressure contin- 
ued for so long a time prohibitive of the greatest 
success? 

- Horsley’s advice is better. As early as 1890 he 
stated that in all cases where compression is clearly 
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present and where extension directly after the acci- 
dent fails to reduce the deformity and relieve the 
pressure, operation should be done at once. 

Dr. Dawbarn stated before the New York Surgical 
Society, October, 1896, that although he would not 
hesitate to do a late operation for relief of bed-sores or 
severe pain, yet the really hopeful cases are those 


seen and operated upon within a few hours after the 
injury. 


The dangers of the operation of laminectomy per se, 
when all aseptic precautions are observed, are evi- 


dently not very great. It has been found that a large 
number of the fatal cases reported, the deaths did not” 
occur until days, weeks, or months after the operation, 
the wound having united primarily. In such cases 


the death ought not to be charged up to the operation. 
McCosh believes that in the majority of cases the 
deaths cannot be due to the operation but to the con- 
dition for which the operation is done. 

The removal of several contiguous bony arches has 
been proven in numerous cases to be followed by no | 
disability of moment. Many who have had from one 
to four arches removed have been able to perform 
active manual work. Lloyd’s case is one in point. 
With three arches removed, he was able to put in full 


‘time as a stationary engineer, and at other duties 


around a factory. Morris’ case dying ten months 
after operation, the gap was found to have filled in 
with dense fibrous tissue; and Page, in a case operated 
upon for Pott’s paraplegia, reports that the site of the 


removed arches was apparently filled in with solid 


bone. 


The opening of the dura and escape of cerebro- 
spinal fluid seems to have no ill effect. Among 
Lloyd’s. cases considerable quantities of the fluid es- 
caped in seventeen. Among these there were only 
six deaths, and he considered that three of these can 
be thrown out of consideration, one having had a rup- 
ture of the diaphragm, with hernia of the stomach; 
another lived seven-months, although the wound 
healed in two weeks, and one lived eighteen days. 
~The diagnosis of the amount and character of the 
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cord lesion has not reached great refinement. Bowlby 
observed the condition of the reflexes in 21 cases of 
fracture in the cervical and upper dorsal region. 
Twenty of these were confirmed by autopsy and there 
was complete transverse destruction of the cord. In 
each case there had been total abolition of the reflexes 
and no rigidity of the muscles. “On the other hand,” | 
he says, ‘‘when the cord has been injured and when it | 
is compressed, but when its continuity has not been 
entirely interrupted, the reflexes are not only pre- 
served, but may be, and generally are, exaggerated.” 
_McCosh recently made a statement before the New 
York Surgical Society which bears out the observa- 
tions of Bowlby. It was to the effect that in the cases 
_ he had seen, when the knee reflex was absolutely abol- 
ished the prognosis had been absolutely bad, but 
when not abolished there was a distinct chance for | 
recovery if an immediate operation was done. 
in brought face to face with a recent injury I 
_ believe that extension after the manner recommended 
by Dennis should be first attempted. If the de- 
formity (if there be a deformity) disappears and if the 
symptoms within a few hours are distinctly amelior- 


-. ated, a little delay is doubtless admissible until it is 


determined whether the improvement is constant and > 
progressive. If there is no amelioration of the symp- — 
toms, or if the iunprovement comes to a standstill, 
— then it becomes the surgeon’s duty to decide. whether 
an operation is indicated or not, and do what is indi- 
cated without further delay. 
After deciding that the extension has not relieved 
the trouble, and time has been given for the shock of 
the injury, if any, to pass away, three considerations 
should be given weight before deciding — an imme- 
diate operation: 

(1.) Is the injury so slight that repair will occur 
without operation? This question will not often push 
itself to the front because the injury is usually severe 
and the prognosis grave. But in the event of a very 
slight lesion certainly no operation should be under- 
taken. 


(2.) Outside the —_ injury, are other injuries 
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present and where extension directly after the acci- 
dent fails to reduce the deformity and relieve the 
pressure, operation should be done at once. 

Dr. Dawbarn stated before the New York Surgical 
Society, October, 1896, that although he would not 
hesitate to do a late operation for relief of bed-sores or 
severe pain, yet the really hopeful cases are those 
seen and operated _ wie a few hours after the 


injury. 


The dangers of the epedaatin of laminectomy per se, 


when all aseptic precautions are observed, are evi- 


dently not very great. It has been found that a large 
number of the fatal cases reported, the deaths did not 


occur until days, weeks, or months after the operation, 


the wound having united primarily. In such cases 
the death ought not to be charged up to the operation. 
McCosh believes that in the majority of cases the 
deaths cannot be due to the operation but to the con- 
dition for which the operation is done. 

The removal of several contiguous bony arches has 


been proven in numerous cases to be followed by no 


disability of moment. Many who have had from one 
to four arches removed have been able to perform 
active manual work. Lloyd’s case is one in point. 
With three arches removed, he was able to put in full 


time as a stationary engineer, and at other duties 
around a factory. Morris’ case dying ten months 


after operation, the gap was found to have filled in 
with dense fibrous tissue; and Page, in a case operated 
upon for Pott’s paraplegia, reports that the site of the 


removed arches was apparently filled in with solid 


bone. 


The opening of the dura and escape of cerebro- 
spinal fluid seems to have no ill effect. Among 
Lloyd’s. cases considerable quantities of the fluid es- 
caped in seventeen. Among these there were only 
six deaths, and he considered that three of these can 
be thrown out of consideration, one having had a rup- 
ture of the diaphragm, with hernia of the stomach; 
another lived seven-months, although the wound 
healed in two weeks, and one lived eighteen days. 
The diagnosis of the amount and character of the 
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— cord lesion has not reached great refinement. Bowlby 
observed the condition of the reflexes in 21 cases of | 
fracture in the cervical and upper dorsal region. 
Twenty of these were confirmed by autopsy and there 
was complete transverse destruction of the cord. In 
each case there had been total abolition of the reflexes 
and no rigidity of the muscles. “On the other hand,”’ 
he says, ‘when the cord has been injured and when it 
is compressed, but when its continuity has not been 
entirely interrupted, the reflexes are not only pre-— 
served, but may be, and generally are, exaggerated.” 
_ McCosh recently made a statement before the New 
Surgical Society which bears out the observa-_ 
tions of Bowlby. It was to the effect that in the cases 
he had seen, when the knee reflex was absolutely abol- 
ished the prognosis had been absolutely bad, but 
when not abolished there was a distinct chance for 
| recovery if an immediate operation was done. _ 
| When brought face to face with a recent injury I 
believe that extension after the manner recommended 
by Dennis should be first attempted. If the de- 
formity (if there be a deformity) disappears and if the 
symptoms within a few hours are distinctly amelior- 
ated, a little delay is doubtless admissible until it is 
determined whether the improvement is constant and ~ 
progressive. If there is no amelioration of the symp- — 
toms, or if the improvement comes to a standstill, 
then it becomes the surgeon’s duty to decide. whether 
an operation is indicated or not, and do what is indi- 
cated without further delay. 
After deciding that the extension has not relieved 
the trouble, and time has been given for the shock of 
the injury, if any, to pass away, three considerations 
should be given weight before deciding upon an imme- 
diate operation: 

(1.) Is the injury so slight that repair wil] occur 
without operation? This question will not often push 
itself to the front because the injury is usually severe 
and the prognosis grave. But in the event of a very 
slight lesion certainly no operation should be under- 
taken. 


(2.) Outside the spinal injury, are other injuries 
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By || present which are likely to prove fatal? If so, delay 
| -——-: Jaminectomy until the result of these other lesions has 
: been determined; but if they do not prove fatal, the 
- spinal operation ‘should be done at the earliest mo- 
ment the conditions will permit. _ 

i (3.) Is the injury to the cord so great that no cure 
i. or improvement can be expected, even with operation? 
At the present stage of our knowledge this is a per- 
Se plexing question, but, as it is not yet possible to de- 
a termine that any specific case is absolutely hopeless, 
i I believe it is best to give the patient the benefit of 
i the doubt and operate. 


DISCUSSION. 


Hamburg. Ia.: I have to the first paper 
with a great deal of interest. I have done nothing personally 
in this line, because I have had no experience with the forcible 

il ; straightening of the spine in that condition; yet it seems 

ae foo to me a good suggestion and one we might try with a great 

as | : ee deal of benefit to the afflicted. But I will try to direct my 
yi. | remarks more particularly to the last paper. I think the 

| Phen doctor takes the position justly that an early operation is 
indicated in these cases. With the little experience |] have 

‘ | had with fractures of the vertebral column I have sometime 

ie ago come to the conclusion that if an operation is to be done 

| , ae | at all it must be done, if we expect to derive any benefit, 
; By bo, within the first five or six days, before disintegration takes 
ai) piace. There are several factors to be considered in doing 
un | an operation at all. First, whether we have a simple frac- 

| | ture with displaced fragments, or dislocation, or whether 
the two are combined, and whether we have injury sustained 
| to the spinal cord by compression, or whether the paralysis 

Aes. | : is due to hemorrhage by reason of rupture of the vertebral 

| arteries and a hemorrhage filling up the column and produc- 

ing paralysis from compression. In the first set of cases, 
that of fracture simply, with pressure symptoms, we may 

a expect from an early operation almost in every case a per- 

it ; fect success where there is no dislocation, and even in those | 

i cases where dislocation does take place I have in two cases 

AY | | demonstrated the absolute relief of symptoms by forcible 

cnt | stretching of the column and replacement of the displaced 

ae bone, and I can also say that in one of those cases I removed 
| two sections of the bone. In that case we had simply the 

i pressure upon the cord due to the fractures as a cause of 

a | the paralysis. This man got well and is now going about 

Fi: | doing manual labor. There. is another case that I did no 

operation except: forcibly stretching and replacement of the 

ete fractured and dislocated bone, and that was done within - 
bt five hours after the injury, and this man is all right, too. 

ai | I saw one other case that we operated on—I say “we,” that. 
ha | includes another operation done by some of my colleagues 

eh and myself in the hospital—there was one case where we 
an operated, expecting to find a dislocated fragment the cause 
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of the pressure, when to our surprise and chagrin and mor- 
tification we found nothing but a simple fracture with no 
pressure whatever upon the cord, only a complete rupture of 
the theca, admitting into its folds a great quantity of blood, 
filling the cavity from the fracture clear down to the end of 

the spinal column. That man gradually died. He died, I 

think, within six or nine months after the injury. In those 
cases no operation or any amount of interference will bring 
about a good result, as a rule; that is, I believe so, unless 
an operation can be done to let out or remove the blood clot 
you need not expect any good results. Right there is a point 
that I want to suggest; I have never tried it; I have never — 
been aggressive enough to undertake it; yet it does seem to 
me that if the vertebral column should be opened lower down 
when you find that this rupture has occurred to the theca ver- 
_ tebralis above, if you should open lower down, draining the 
accumulated blood, we might hope for some relief. But I have 
never tried it. T he time, as the writer said, to operate must 
be early, and I would urge within the first five days. 

Dr. Powers, Denver: I am sure we have all enjoyed these , 
papers by Dr. Davis.and Dr. Freeman. I am very much in 
accord with the conclusions which Dr. Davis has given us. 
I believe that in these cases we may have something to gain 
by operation; there is practically nothing to lose. Those of 
us who have followed these deplorable cases without opera- 
tion know the wretched state of life which is inevitable. I 
believe the mortality to be not as great in early operations 
as in late, but at best it is large. Taking the more recently 
reported cases, as given by Dr. Davis, the mortality is from 
30 to 40 per cent. That, I think, is a factor which must be 
placed before the patient and his friends; and, indeed, in 
these cases can we do better than to explain to them what. 

may be expected without operation and what may be looked 
' for with it, placing before the patient the mortality and the 
possible chances of recovering the use of the limbs with 
operation; then we may-let him take his choice. Some three 
weeks ago it was my fortune to operate on a case of fracture 
of the laminz of the eighth dorsal vertebra, the laminze 
compressing and puncturing the cord. The patient died of 
exhaustion on the fifth day after operation. As I say, I 
think that in these cases the best we can do is to plainly 
place before the patient just what is to be expected and per- 
mit him to take his choice, just as we would like to take our 
choice under similar conditions. - : | 

Dr. SUMMERS: The doctor referred to the use of Double- 
day’s instrument in laminectomy. If I may be allowed to 
digress for a moment I would like to say that it may be a 
good instrument for laminectomy, but for craniotomy, or 
operations upon the skull, excepting thin skulls, except the 
instrument has been improved, it is not reliable. The jaw 
which moves up at a right angle to the handle is too short, 
and in ordinary operations upon the skull where you wish 
to do what the instrument was intended for, that is, to do a 
pseudoplastic resection, I have found it in two cases unrelia- 
ble on account of the thickness of the skull. 

Dr. Lorp: I haven’t very much to say, yet these papers 
were so excellent that I cannot refrain from taking the floor. 
The first paper I am very much in accord with, though with- 
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out experience; yet in the conclusions of the doctor I quite 
agree. I think as he does, that in selected cases we can do 
much for these subjects. As to Dr. Davis’ paper I simply 
want to say that I am fully prepared to endorse heartily 
what he says, because my experience has been so unpleasant 
in seeing a number of cases which came under observation | 
so very late that they were beyond all possibility of help. 
ay As you all know, most of these patients which come to us 
| 1 get into a deplorable condition in a very short time unless 
my) we are prepared to take the advice of the doctor and operate 
at : - early. The day of grace is passed within less than a week. 
el eee As you all know, many of these cases will already have de- 
“g | _ veloped bed sores that preclude the possibility of aseptic 
uf ~ work. I think that with the right surgical judgment which 
i may be brought to bear upon these cases, together with the 
il Be: ! nursing which can now be given, and through a better un- 
| | ne derstanding of the general management of them in the future, 
that the results from treatment should certainly be very 
anh : | : much better than they have been. 
| , ‘Dr. LEONARD FREEMAN, in closing: Dr. Davis’ paper was of 
a great. interest to me, because it handled a subject which, 
lL  jike appendicitis, should be discussed and rediscussed. We 
a do not know when to operate and when not to operate. I 
ae | want merely to say a word as regards the diagnosis of blood 
4 in the vertebral canal, since that subject has been brought 
ay ae up. Not long ago I operated upon a case in which the diag- 
A | nosis of hemorrhage into the vertebral canal seemed to be 
th) | _ beyond doubt. The important point in making such a diag- 
i | - nosis lies in the interval between the time of the injury and 
a the appearance of the paralytic symptoms. This interval was 
Pil | | marked. The man was positive that he was struck upon the 
back with a piece of coal and that afterwards, for several 
a minutes, he could move his lower extremities as he had 
oe 7 moved them before; and then suddenly, without being lifted 
a | or turned in any way, the paralytic symptoms came on. Yet, 
|| -_ when I made a laminectomy, I found there was no blood at 
i all in the canal. As regards'my own paper, I have nothing 
| to add. | | 
| Dr. DAvIs, in closing: In regard to the forcible straight- 
ening of the spine, I, of course, have been reading the litera- 
i= ture, but I feel like taking a very conservative position in 
Bll regard to it. So far as I am individually concerned, I feel 
i like waiting until we see more in regard to the future history 
of these cases that have been operated upon. 


ENDOMETRITIS. 


By D. W. BASHAM, M.D, 
NEAL, KAN 


I know not what apology to offer for writing a pa- 
i per on the subject of endometritis, for there scarcely 
h remains a gynecologist who has not, at some time or 
Ki other, written something on this subject. It would 
seem, therefore, that there is nothing new to offer, 
nor but little left to say, upon a theme which has so 
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often been subjected to the plastic operations of the 
master intellects engaged in refining the modern 
therapeutic art. However, this task is not under- 
taken because of any new discovery, nor with the. 
hope of being even able to state the facts more forci- 
bly than has already been done, but the incentive is 
Simply a desire to aid in evolving correct notious 
from a vast mass of uncertain beliefs concerning one 
of the most important maladies with which we have | 
. It is impossible to have an exaggerated idea of the — 
importance of a thorough understanding of endome- 
_tritis, for the endometrium is the propylzeum through 
which pathogenic organisms must pass on their 
march from the extraneous world to the fallopian 
mucosa and pelvic peritoneum. Salpingitis, pelvic 
peritonitis, and pelvic abscess are invariably preceded © 
by endometritis. In very many instances it is the 
obstetrician or gynecologist who holds the keys to — 
this pass leading from-the outside world into the in- 
terior of the abdomen; that is to say, that by well — 
directed phophylaxis against the infection of the — 
endometrium, salpingitis, ovarian abscess, and in- 
fection of the broad ligaments is rendered impossible, 
and the female pelvis becomes as little subject to dis- 
ease as that of the male. It is a great achievement 
to be able to enucleate a pelvic abscess without rup- 
turing the pyogenic envelope, but it is something 
greater still to be able and willing to forestall the 
entrance of the pathogenic agents of pelvic suppura-— 
tion into the vie that lead to the pelvic cavity. 

The chief causes of endometritis are: Defective ac- 
couchements, infection from artificial abortion, im- 
perfect hygiene of the genitals, and the gonorrheal 
infection. The gross clinical evidences of the disease 
are increased volume of the uterus, with redness of 
the cervical mucous membrane, and the discharge of 
a thick, yellowish muco-purulent material. Palpa- 
tion evokes pain in the region of the fallopian tubes 
and ovaries. The patient complains of pain in the 
back, walks with the body bent forward, instead of 
maintaining the erect position. The feet are gener- 
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ally cold. There is often a reflex tenderness along 
the lower part of the vertebral column. These a 
= | ? tients are all more or less constipated. 
6 Much has been said about the character of the dis- 
charge, and some have maintained that the thin, 
gilairy flow is always from the cervical mucous mem- 
o brane, while the thick, yellow flux always comes from 
the corporeal mucous membrane. These are proba- 
bly old errors, for there is no reason why a slight — 
inflammation, unaccompanied by pyogenic microbes 
and limited to the superficial cells of the endome- . 
_ trium, may not evoke a thin catarrhal discharge the 
iF we same as that that comes from the cervical endome- 
ih trium. Again, there has been considerable. discus- 
| sion regarding the possibility of the existence of 
— cervical endometritis without the endometrium of the 
i | corpus uteri being involved in the process. This ap- 
oy) pears to me to be another needless subject of contro- 
it _ versy, because it is not likely that the cervical mucosa 
| . can remain long in a pathological condition without 
infecting also the like contiguous structure of the 
i | - upper portion of the uterus. Fred Byron Robinson 
says all women have a thin, glairy discharge, which 
is without significance and is usually absorbed. 
a Doleris says all women who have a discharge of any 
kind are subjects of some form and degree of en- 
dometris. 
‘oe There are no means of determining what is the most 
if = frequent cause of endometritis, but a few words may 
said regarding each particular cause of the dis 
| ease. It is very evident that puerperal infection, 
ai) whether it be extensive or slight, must leave the en- 
— a dometrium in a pathological condition. The exten- 
ii| ee sion of the slight local infection that occurs in lacera- 
aun _ tions of the cervix may lead to the involvement of. 
ie the endometrium in general. The persistence of the 
i | lochiz beyond seven or eight days is evidence of in- 
| 


— 


ss fection of the endometrium. It is impossible to know 
A : the proportion of cases that owe their origin to in- 
ail duced abortion, because of the secrecy cast about 
All such matters in order to shield the author of the deed, 
He . who is sometimes the woman herself, but, alas, too 
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often some poor disciple of Esculapius lured astray 
_by the love of gold, or driven by want and hunger 
from the-straight and narrow way. Infection follows 
abortion more frequently than normal parturition, 
because the os uteri is never prepared by nature for 
the expulsion of the fetus. The membranes and 
pieces of placenta are sometimes retained for weeks 
or even months. Again, the uterus is often contami- 
nated by the use of unclean instruments in the act of 
producing abortion. It is probable that there are- 
many cases of endometritis whose origin might be 
traced to the unclean and bungling contrivances em- 
ployed by so many to render the act of coitus devoid 
of future consequences. A certain number of cases, 
no doubt, are due to the use of filthy syringes, bowls, 
soap, napkins, and the hands of the patient herself. 
- How many cases that owe their origin to the gonor- 
rheal infection, it is impossible to more than surmise. 
- A considerable proportion of the male population has 
had gonorrhea, as is amply proven by the experience © 
of the medical men of our great cities. It has beer. 
said that the wife of a man who has once had gon- 
orrhea becomes sooner or later the subject of uterine 
and tubal diseases, because of the infection arising 
from the occasional gleet that haunts the sinner to 
remind him of bygone offenses. 
Once the endometrium is infected, the pathological 
-metamorphoses are the same as occasioned by the 
inflammatory process elsewhere. There is some dif- 
ference of opinion as to the existence of adventitious 
fungoids and their significance when found. It is to 
be remarked that we do not find these productions so 
abundantly in uteri that have been removed by opera- 
tions. Serious endometritis, whether it be acute or 
chronic, always involves, to a greater or less extent, 
the deeper tissues of the uterus. This condition 
either renders the patient sterile or predisposes her 
to abort or miscarry. : 

The principal methods of treating endometritis are: 
Intrauterine antisepsis, cauterizations, curettage, and 
drainage. The cases of moderate severity may be 
cured by systematic intrauterine antisepsis. The 
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principle involved in this method of therapeusis is 
maintenance of the endometrium, under the 


re = 


i stant influence of some efficient germicide, so as not 
| i] to lose one day what was gained the day before. The 
pus-bearing endometrium resembles in a certain sense 

fi an ordinary wound, which has become infected with 
pyogenic organism, and the philosophy of the cure 
— of one is the same as for the other. 
|| ee | The antiseptic, non- operative, method of treatment 
| ae for endometritis consists in the application of some 
a a microbicide which is effective against the pyogenic 
a cocci to the uterine mucosa. If the cervix is suffi- 
ciently patulous to allow the introduction of the 
i i | intrauterine irrigator, the treatment may be com- 
ii -menced by the administration of a citrate of silver 
al douche. The most efficient antiseptic agents are, 
i) perhaps, wood creosote, europhen, iodol, aristol, and 
HH} | the other iodine compounds. Dr. Waugh advises a 
aa _ mixture of equal parts of europhen and aristol, with 
if sufficient fluid petrolatum to form a mixture having 
| the consistency of syrup. A few drops of this mix- 
int ture, heated to the temperature of the body, is to be 
| a introduced into the uterine cavity, with a suitable 
| a syringe, every three days until the case is well, which 
Ml usually requires from three to ten seances. I have 
a) | employed this medicament with success in several 
on pee | instances. No pain is produced, provided the os uteri 
patuluus enough to ensure the escape of the medi- 
— cament as it flows down from the fundus. Beech- 
a) wooed creosote is an efficient antiseptic and gentle 
caustic for intrauterine medication. A formula very 
Hi . much employed by Professor Pozzi, of Paris, is creo- 
Hi - gote one part, tincture of iodine two parts, then one 
aa . part of the resulting compound to three to eight parts 
i of pure glycerine. This is applied to the endome- 
i) trium once every two or three days. In some parts 
vent of the world a 50 per cent. zine chlorid preparation is 
Hi i employed, but I have never found such extreme medi- 
fH: cation necessary, always preferring the curette to 
a such extraordinary measures. 
HH | In extremely chronic cases of endometritis, ani 


where the mucosa is exfoliated during menstruation, 
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and also in endometritis disseccans where more than 
the mucous membrane is exfoliated, the curette must. 
be employed to effect a cure. Curettage alone is 
rarely sufficient to completely cure a case of severe 
endometritis because it is not feasible by any reasona- 
ble amount of curettage to so thoroughly remove the 
pathogenic agents from the uterine cavity as to pre- 
clude the recurrence of the disease. The operation of 
curettage is simply the initial step in the therapeusis © 
of endometritis. In order to be of service the pro- 
cedure must be followed by the application of some 
astringent antiseptic of a mildly caustic action. Tinc- 

ture of iodine, or the compound tincture of iodine and 
- ereosote are very efficient substances for use at the 
time of operation. The subsequent treatments should 
be commenced three to five days after the curettage, 
and the medicaments employed should be of a less 
caustic action than those used at the close of the 
operation. It is here that the compound of tincture 
of iodine and wood creosote diluted with glycerine, 
as before described, is of great service. The appli- 
cations should be repeated at intervals of two or 
three days for three or four weeks. It is better if 
- each treatment is preceded by an intrauterine douche 

of citrate of silver, or a solution of some other ap- 
propriate germicide. Thus treated, patients some- 
times fail to menstruate for one or two periods. It 
_is sometimes necessary to repeat the operation once 
or twice, especially in cases of exfoliative endome- 
tritis. 

I do not believe in curetting the puerperal uterus, 
for the same good reason that I am opposed to curet- 
ting the cavity of-a furuncle or that of an axillary 
abscess. 

Dr. Aubeau, of the International Hospital at Paris, 
has demonstrated by repeated microscopic observa- 
tions that after the operation of curettage the hemic 
current is highly charged with minute particles of 
debris, which have been absorbed from the field of 
- operation. This serves to explain the occurrence 
of metastatic abscesses of distant organs, and the 
formation of emboli which are sometimes encoun- 
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principle involved in this method of therapeusis is 
the maintenance of the endometrium, under the con- 
stant influence of some efficient germicide, so aS not 
to lose one day what was gained the day before. The 
pus-bearing endometrium resembles in a certain sense 
an ordinary wound, which has become infected with 
pyogenic organism, and the philosophy of the cure. 
of one is the same as for the other. | 

The antiseptic, non-operative, method of techinbeat 


for endometritis consists in the application of some 


microbicide which is effective against the pyogenic 
cocci to the uterine mucosa. If the cervix is suffi- 
ciently patulous to allow the introduction of the 
intrauterine irrigator, the treatment may be com- 
menced by the administration of a citrate of silver 


douche. The most efficient antiseptic agents are, 


perhaps, wood creosote, europhen, iodol, aristol, and 
the other iodine compounds. Dr. Waugh advises a 
mixture of equal parts of europhen and aristol, with 
sufficient fluid petrolatum to form a mixture having 
the consistency of syrup. <A few drops of this mix- 


ture, heated to the temperature of the body, is to be 


introduced into the uterine cavity, with a suitable 
syringe, every three days until the case is well, which 
usually requires from three to ten seances. I have 
employed this medicament with success in several 
instances. No pain is produced, provided the os uteri 
is patuluus enough to ensure the escape of the medi- 
cament as it flows down from the fundus. Beech- 
wooed creosote is an efficient antiseptic and gentle 
caustic for intrauterine medication. A formula very 
much employed by Professor Pozzi, of Paris, is creo- 
sote one part, tincture of iodine two parts, then one 
part of the resulting compound to three to eight parts 
of pure glycerine. This is applied to the endome- 
trium once every two or three days. In some parts 
of the world a 50 per cent. zine chlorid preparation is 
employed, but I have never found such extreme medi- 
cation necessary, always preferring the curette to 
such extraordinary measures. 

In extremely chronic cases of endometritis, anii 
where the mucosa is exfoliated during menstruation, 
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and also in endometritis disseccans where more than 
the mucous membrane is exfoliated, the curette must — 
be employed to effect a cure. Curettage alone is 
rarely sufficient to completely cure a case of severe 
endometritis because it is not feasible by any reasona- 
ble amount of curettage to so thoroughly remove the 
pathogenic agents from the uterine cavity as to pre- 
clude the recurrence of the disease. The operation of 
curettage is simply the initial step in the therapeusis 
of endometritis. In order to be of service the pro- — 
cedure must be followed by the application of some 

astringent antiseptic of a mildly caustic action. Tinc- 
ture of iodine, or the compound tincture of iodine and 
creosote are very efficient substances for use at the 
time of operation. The subsequent treatments shoul‘ 
be commenced three to five days after the curettage, 
and the medicaments employed should be of a less 
caustic action than those used at the close of the 
operation. It is here that the compound of tincture 
of iodine and wood creosote diluted with glycerine, 

as before described, is of great service. The appli- 
cations should be repeated at intervals of two or 
three days for three or four weeks. It is better if 
each treatment is preceded by an intrauterine douche 
of citrate of silver, or a solution of some other ap- 
propriate germicide. Thus treated, patients some- 
times fail to menstruate for one or two periods. It 
is sometimes necessary to repeat the operation once 
or twice, especially in cases of exfoliative endome- 

tritis. 

I do not believe in ‘curetting the uterus, 
for the same good reason that I am opposed to curet- 
ting the cavity of-a furuncle or that of an axillary 
abscess. 

Dr. Aubeau, of the International Hospital at Paris, 
has demonstrated by repeated microscopic observa- 
tions that after the operation of curettage the hemic 
current is highly charged with minute particles of 
debris, which have been absorbed from the field of 
- operation. This serves to explain the occurrence 
of metastatic abscesses of distant organs, and the 
formation of emboli which are sometimes encoun- 
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tered as accidents consequent upon the operation of 


curettage. This being the case, it is evident that to 


use a sharp curette in a highly infected uterus is but 
to facilitate the contamination of the vital fluid with 
debris endowed with special virulence. 

For sometime I have treated the post- -abortive 
uterus by removing the fragments of placenta and 
membranes by means of a very blunt wire curette, 
or a small placental forcep, and then irrigating the 
cavity with a solution of corrosive sublimate, and 


lastly lightly packing with iodoform gauze, which is 


removed at the end of eighteen to twenty-four hours. 


Then the uterus is again irrigated and again filled | 


with gauze, which is also taken away at the end of 
twenty-four hours. The presence of the gauze pro- 
vokes an exosmosis, and whatever fluids there may 
be in the denuded site occupied by the placenta are 
absorbed through the force of the capillary attraction © 
exercised by the threads in the fabric, and are thus 

prevented from entering t’ e blood. Besides, if pieces 
of placenta have been left in the uterus, they will 
more than likely come away when the gauze is re-. 


moved. 


I think there is sound reason for what is spoken of 
as the Carossa treatment, for the puerperal uterus. 
This treatment consists in passing a catheter to the 
fundus uteri and then filling the cavity about the 
catheter with gauze. Then alcohol sufficient to satu-— 
rate the gauze is injected up through the catheter. 
This is repeated every hour, day and night, for from 
two to six days. The strength of the alcohol \ em- 


teas is from 20 to 25 per cent. 


DISCUSSION. 


Dr. 8. E. SHELDON, Topeka, Kan.: I have been unfortunate 
in not having my paper with me, but there are a few thoughts 
that I want to present to this society, and if I am permitted 
to do so without a prepared paper I would like to do so; 
otherwise I would like to be excused. 

THE PRESIDENT: You may say what you desire in the form 
of a discussion of the paper. 

Dr. SHELDON: The particular form of endomeétritis or of 
puerperal sepsis that I desire to present to-day in connection 
with the doctor’s paper is that form of endometritis or of 
puerperal sepsis that we find in abortions and also occa- 
sionally following labor at full term. It probably goes with- 
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out saying that the etiology of puerperal sepsis is dependent 
entirely upon a pathogenic germ; that this pathogenic germ | 
enters the uterine cavity or enters the circulation either 
directly through the circulation itself or pzrhaps through the 
glandular system. Whatever may be the mode in which the 
infection enters the endometrium, it is certainly true that 
it oftentimes comes as a result of laceration. Sometimes, of 
course, we find septic endometritis as a result of a retained 
placenta or retained membranes that have been there a long. 
time, and sooner or later becoming infected. The usual plan 
—the plan that has_ been adopted by many and is recom- 
mended by almost all works—of curetting a septic uterus 
is one that I want to-day to enter a protest against in cer- 
tain cases. It seems to me, Mr. President, that we have a 
lyetter way of: treating the endometrium, a septic endo- 
-meirium, than by the curette. If it be true that you have 
a septic endometrium there, it seems to me that the proba- 
bilities are largeiy in favor of your increasing the septic 
condition, the general septic poisoning, but further opening 
up the avenues of infection by your curette. I take it, Mr. 
President, that a large majority of the cases of puerperal 
septicemia come from some fracture either of the cervix, of 
the vagina, or.of the perineum, and that the infection has en- 
tered this way; though, as I said in the beginning, it may 
be that it has entered through the uterus itself by a septic 
placenta or by septic membranes that have been retained a 


long time. Now, then, if we have a septic endometrium, 


if we have a septic vagina, as we do in these cases, it seems 
to me that we'simply increase this infection, that we have 
made a mis.ake if we curette, and that we have a better plan 
than the one usually adopted. Of course, the plan that is 
. recommended by the authorities, of curetting thoroughly, 

irrigating with antiseptic solution, packing with iodoform 
gauze, and treatment along that line, is rational in many re- 
spects and in some cases should be followed; but we have 
a class of cases in which you cannot get into the uterus with- 
out producing further lacerations. I mean the class of cases 
following abortions or following miscarriages where the fetus _ 
has escaped and the placenta, a portion of it or all of it, | 
remains and has become infected, and the uterus has con- 
tracted down upon it. Now if you attempt to dilate that 
uterus, if you attempt to use a curette in there, you are going 
to destroy the endometrium more or less, you are going to 
produce another source of infection, and it seems to me that 
you lay your patient liable to another trouble—not only 
that, but in most of these cases you have to give an anes- 
thetic, and to do that you lay your patient under another 
danger that you would like to avoid.. The plan that I have 
followed in a Jarge number of cases recentiy, between thirty 
and foriy, is the injection into the septic uterus of an anti- 
septic oil, composed of one dram of carbolic acid to seven or | 
eight drams of sterilized olive oil. Let us stop one moment 
and see what we are going to accomplish when we do this. 
When we fill the uterus full of this antiseptic oil we surround 
this decomposed tissue, this infected tissue, with antiseptic 
material that will prevent further absorption. I want to 
give two or three illustrations of this that will show you 
exactly what I have been able to accomplish in something 
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over thirty cases, and I have yet to find a failure in treating 


. puerperal septicem:a by the intrauterine method. And when 


I speak of this I do not decry what has already been done. 
I do not wish to lay aside the immediate treatment that we 
pursue outside of intrauterine treatment, but I want to add 
this as one of the factors in treating this form of trouble. 
You all know, aud you will all agree with me, that the treat- 
ment of puerperal septicemia so far has not been entirely 
satsfactory. You have lost too many cases, and we have all 
lost them. [ have lost them for thirty years and more. Since 
commencing this line of treatment I have not lost any, and I 


have had between thirty and forty cases that I have treated 


along this line. I will mention a case that I saw last May in 
consultation. A physician came to me and wished me to 


come and remove a retained placenta. Six days before the 


woman had aborted at the fourth month. When I arrived 
the woman’s pulse was 130, temperature 105. She was tym- 
panitic and delirious. The symptoms were all bad. I made > 
an examination. There was a foul, purulent discharge from 
the uterus... The uterus was contracted down pretty close. I 
made an effort to remove the placenta, but failed entirely. 
I said to the doctor we will cover this placenta with a steril-_ 
ized oil, carbolated, and we will leave it until to-morrow. 


_ We did that. We took a long uterine syringe and filled the 


uterus full. What was the result? The next morning the 
temperature was 99, the pulse was 100, and the woman was 
not delirious. Three days of that line of treatment removed 
all the trouble and the woman has made a nice recovery. 


‘the placenta came away, I think, on the third or fourth 


day, the doctor told me. That was in May. I saw another | 
case in February where the woman had an abortion, and with 
a retained placen'a. When I was called to remove the pla- 
centa the uterus was contracted and I could not do it with- © 
out dilating the cervix, and it seemed as though it was not 


gafe to do it. There was a high temperature, a tympanitis, 


and a general septic trouble there; and instead of making 
any attempt to remove it, which I knew I could not do, I 
simply injected carbolized oil and gave such other local 
treatment as was indicated, and the woman made a good 
recovery. I might, Mr. Pres.dent, report some thirty odd 
cases that I have seen within two years, and also eleven 
cases that Dr. Searl, of Solomon City, has treated along the 
same line, and so satisfactory has this line of treatment been 
to me that I cannot but recommend it to those who may de- 
sire or may be called to treat this class of cases. © 

Now I want to say one word, Mr. President, while I am on 


my feet in regard to the paper of the doctor as to the char- 


acter of the discharges in an endometritis. He says that the 

glairy discharge from cervical endometritis is not a positive 
diagnostis” indication. While that may be partially true, it 
is equally true that you do not get a clear glairy discharge 
from corporeal endometritis, because it is mixed with so 
much epithelium and with so much broken duwn mucous 
membrane in most all of these cases that it takes on the 
creamy or milky discharge tkat you do not get in a cervical 
endometritis, There is just one more point in regard to the 
doctor's paper which looks a little bit unreasonable to me 
that I want to call your attention to; that is, he speaks of 
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using idoine or phenol, or creosote and iodine combined, and 
then at the same time, or immediately after, using your 
glycerine or your boroglyceride. Now, it seems to me that 
if you use your iodine or your phenol you use them for a 
specific purpose and you only get a very little local effect 
from using it and immediately using boroglyceride. Why? 
Because your boroglyceride when applied immediately pro- 
duces an exmosis from the tissues, and as a result it washes 
away entirely the iodine and your phenol or creosote, or 
whatever you have applied there to produce the local effect. 
I do not use them that way. I do not think it is a good 
plan as a rule, because I think you will lose the effect of the 
iodine by using the glycerine too quickly. a 
Dr. PEARSE: I would like to say a few words in approval 
of Dr. Basham’s statement that it is great to nucleate a pel- — 
vie abscezs, but it is greater to control the causes that lead 
up to that abscess, to prevent it. I consider that one of the 
best pieces of advice that was ever offered to a society. I. 
think the doctor touched the key-note, and that it would 
be worth a great deal to the human race if it were only fol- 
lowed out. As to the lines of treatment that he laid down 
in his paper, they are classical and I think they are good. | 
It seems to me, however, that the best part of this paper, | 
and the part I wish to commend him most for, is along the 
lines of prevention. That is where I think he certainly gave 
us most excellent advice. , | 
Dr. C. B. Nicnoxts, Denver: There. is one point to which 
I wish to call the attention of this society in discussing the 
remarks made by the gentleman who spoke upon the treat- 
ment of puerperal septicemia. If the doctor had entered 
more minutely into the pathology of the disease, he might 
have qualified his statement somewhat. He failed to distin- 
guish in his diagnosis between septic intoxication ‘from the 
absorption of germs, the result of putrefaction, afd septi- 
-cemia. In the puerperal state there is a vast amount of dif- 
ference, both in treatment and diagnosis of septic intoxica- 
tion arising from the absorption of pathogenic germs as the 
result of putrefaction, and true puerperal septicemia. The 
infection is probabiy introduced from the outside, the result 
of the putrefaction is absorbed into the system and produces 
the symptoms which are very closely allied to septicemia. 
The moment that you remove the cause of septic intoxication 
(in whatever manner you please; some are pleased to remove 
it with a pair of forceps, others with an irrigator, others 
with a curette) you remove the trouble. While he decries to 
a certain extent the use of the modern means of treating 
septic infection, yet he embraces it in his treatment. A 1 
to 7 solution of carbolic acid introduced into the cavity of 
the uterus is exceeding:y strong, and might possibly do a 
great deal of harm. If the debris is loose in the cavity his 
introduction of the oil and surrounding it may prevent the 
multiplication of the germs of putrefaction, absorption 
ceases, and his patient gets better. There are other and I 
believe better means by which he could accomplish that. 
You take septicemia from the absorption of germs that have 
arisen from an infected placenta that is attached to the 
uterus; mark the difference. This piece of placenta or debris, 
whatever it is, attached to the uterine wall; it has become 
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infected; the germs are absorbed into the body in three dif- 
ferent ways—through the blood vessels, through the lymph 


channels,and directly into the cellular or muscular tissue. 


Will his oil reach the distal.tside of the placenta which is 
attached to the side of the uterus? It is impossible. Will 


he benefit his patient by that? Not in the least.. If there 
is any debris that is fioat:ng loos: in the cavity of the uterus, 


the oil will affect that, but nothing more. The septicemia 
goes on, and there is where he should make the distinction 

Dr. LANE, Leavenworth: Kan.: I am very sorry, indeed, 
that I did not hear Dr. Basham’s paper, but I would like to 


gay a word, if it be in order, on the remarks of Dr. Sheldon. 
In the first place, 1 believe that a natural cavity of the body | 
treated with antiseptics will contain pathogenic germs for 


a longer time afterward than a natural cavity of the body 
which has not been treated with antiseptics. That has been 
proven several times over by the surgeon. The next state- 


-ment I wish to make is that if Dr. Sheldon had a uterus on 


the table with a piece of placenta in it and he squirted his 


oil in there he would not reach all the parts; and where we | 


have a retained placenta with more or less secretion these _ 
driblets of oil are picked up bodily and do not come in con- 
tact with the germs. They flow on the fluids. They are 


 @riven' before them. I agree with the remarks of the last 


speaker in regard to his ae the point of the attached 


placenta. 


In regard to the curette, I would like to enter my protest 
against curetting. We all do against indiscriminate curet- 
ting, and the man who invented the curette has since said, I 
believe, he thought it was the device of the devil. I have 


known of an eminent surgeon who before removing the uterus 


said he would curette that uterus to the best of his ability, 


and then after removing it an examination of the endome- 


trium would showthat he only curetted a little over three- 


fifths of the cervix. I make the same statement. Besides 


this it has happened more than once that the curette has 
passed through into the peritoneal cavity. I think the doc- 
tor violates the first principal in surgery when he leaves the 
decomposed mass there. It should be our effort to remove 
that first. I think that is the first principle in surgery, to 
remove the offending body. In preparing our hands for an 
operation, the first principle is what? To remove the germs 


bodily from our own integument. With what? Soap and 


water and not antiseptics, and so on the inside of the uterus 
apply the same principle. If these germs are there in great 
numbers they should be removed bodily; and when we re- 
move the great mass of the germs, supposing them to be 
virutent, no matter by what means we do this, if you do not 
destroy the integrity of the endometrium, you give no fur- 


ther chance for infection, and the result is accomplished. 


Dr. CAMPBELL, St. Joseph: I did not have the pleasure of 
hearing Dr. Basham’s paper, but have taken the privilege of 
glancing over it hurriedly. What I want to pay particular 
attention to is Dr. Sheldon’s remarks. I cannot “understand 
how it is possible for an up-to-date gynecologist to make the 
kind of remarks that Dr. Sheldon made this morning. Now, 
he would not dilate the uterus for fear of injuring the endo- 
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metrium. I never saw a case of retained placenta after a 
miscarriage, or any other time, but what I could slip my 
finger up into the fundus without any trouble whatever. If 
you can slip your finger up, and I will agree to do it in every 
case, perhaps a little pressure may be necessary, but I will 
agree to slip my finger up in any case where the fetal re- 
mains have been cast off and placental remains remain there 
Now if we can do this, what is there wrong in taking a dull 
curette, if you object to a sharp one, and removing this re- 
tained mass. Now, is it at all practical, with an organ lo- 
cated and situated and hung in the pelvis as the uterus is, 
to undertake to inject an antiseptic oil with the expectation 
of destroying all the germs of the infected medium? It is 
not practical at all. Now, then, would there be any possible — 
harm, if the dilatation of the cervix is not sufficient, to slip 
in a dilator and carefully dilate a little more? There. can 

be no harm in it. I do not know that the dilator will make 
many rents in the endometrium in such circumstances. Cer- 
tainly we surgeons all recognize the fact that any infecting 

media must be removed; we all believe in drainage. Then 
remove that material with the curette. I don’t believe there 
is any better instrument on earth in the hands of a good, 
intelligent man than a curette. I object to its being criticised 
at all. I could not practice my profession without a curette. 
I would make one if someone did not make one for me. I 
know the curette is better than my fingers. When I first > 
began practicing- we did not have curettes, or at least they 


had not reached our part of Missouri, and having pretty | 


-long fingers and not an overly large hand, I managed to slip 
my finger up in there and squirm and twist around and do 
pretty good work. I say the doctor’s procedure is a danger- 
ous one. He would not dilate for fear of doing damage, but 
he would inject this material. Let me say to you that it 
is a bad practice. How do we know that some man not as 
careful as Dr. Sheldon might undertake to inject this ma- 
terial and it would pass up the tube. We have heard of a 
uterus being perforated with a curette. Ido not believe that. 
any skilled man will ever perforate a uterus with a curette. 
There is no excuse for him to do it; but I will say to you 
there is a lot of excuse for a man if he should do harm in at- 
tempting to follow the doctor’s method of injecting a strong 
carbolized oil. There is danger of that oil getting through 
the tube into the peritoneal cavity and doing a great deal of 
damage there, carrying germs along with it possibly, and 
doing untold damage. We find a class of men in medical 
societies sometimes who are there for one purpose and that 
purpose is to learn something. We all ought to be here to 
learn something. We find men that are not very decisive, 
and they listen and take down notes from the men that offer 
plans of treatment, and this very suggestion of the doctor 
may do lots of damage. I want to condemn it. It has un- 
doubtedly done a great deal of good in his hands, but I will 
say to you that it won’t do that kind of good in Missouri. 
It may do in Kansas, but it won’t do in Missouri. 

Dr. H. G. WETHERILL, Denver: This meeting would hardly 
have been a success without the development of. these dif- 
ference of opinion in reference to the curette. Itisa matter, 
however, about which medical and surgical opinion is crys- 
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- tallizing very rapidly. I am happy to say that the tendency 
among men who have had the largest experience with the 


curette, men who have had the longest experience in gyne- — 
cology, is to limit more and more the use of the curette. I 
did not hear Dr. Basham’s paper, or only the latter portion 
of it. That. portion of it and a portion of the discussion by 
Dr. Sheldon appeals to my sense of the rational in surgery. 

What is the difference between an abortion which has oc- 
curred under natural conditions and an abortion that has. 
occurred by induction? It is just exactly the difference which 
occurs. between a simple fracture and a compound fracture; 
one may be an infected fracture, the other, the simple frac- 
ture, is not an infected fracture and goes through to recovery 
without difficulty. Now the danger in the use of the curette 
under certain circumstances, the danger of any intrauterine 


- manipulation is that one great danger, infection. That the 


curette is a valuable instrument in non-puerperal cases and 
in cases where an acute infection does not already exist 
(where it is desired to remove a foreign body) goes with- 


out saying. I have taken the position in Denver that in 
these acute infected cases the curette is not to be used, and 
does a great deal more harm than good. In the discussion 


of this subject in the American Medical Association last year, 


Dr. Parvin, of Philadelphia, of whom you all know and of 
whom you know nothing but good, a man of tremendous ex- 


perience, a man of mature judgment, made the statement 
that in puerperal cases of this character the ideal treatment | 


was to pack the uterus, to make as little intrauterine manipu- 


lation as possible, and trust the casting off of the secundines > 
and membranes to the efforts of nature. Within the last 
month I have seen a case in point. I saw the case with an- 


other physician, and found the fetal mole bulging into the - 


cervix. Under the best antiseptic precautions that could 
be procured in a private house it was taken hold of with a 
pair of placenta forceps and withdrawn. It was carefully 
examined and found, so far as the physician in attendance 


and I could judge, to be perfectly complete, with nothing 


left behind. The case went on for five days absolutely with- 
out incident. At the end of five days a lymphangitis devel- 
oped in the left leg with involvement of the lymphatics in the 
groin and with general involvement of the lymphatics in that 
leg. The case was treated without any manipulation what- 
ever, carefully watched, and kept in bed, with a general 
tendency to improvement in the condition for about two 
weeks or two weeks and a half. At this time, owing to the 
very slow recovery of the patient, it was considered possible 
that some retained portions of membrane or of tissue might. 
have been left inside the uterine cavity. And, somewhat 
against my better judgment, that case was curetted. What 
was the result? The result was an immediate rise in tem- 
perature, and extension of the lymphangitis to the other leg. 

Now, Mr. President, the point made by my friend here on 
the right is the point that ought to be made the important 
one in this discussion. If we curette these cases of acute 
infection we simply extend the inflammation. We open up 
new areas for infection, and we give rise to new infections. 
After that infection is carried into the lymphatic channels, 
after it has gone beyond the cavity of the uterus itself, you 
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might just as well try to reach that infection with your 
curette as to try to reach the moon with the curette; you 
might as well try to cure a pe infection by the ex- 
cision of a chancre. 

Dr. McCrea, Winchester, Kan.: I did not have the pleas- 
ure of hearing Dr. Basham’s paper, but I heard Dr. Sheldon’s 
remarks, and I agree with those gentlemen who think that 
the first thing should be to remove the infected material. 
I cannot understand how any one in this enlightened age 
can practice medicine and leave a retained placenta. With 
reference to the curette, there are times and circumstances | 
in which the curette is of use, but I believe nature has fur- 
nished us a better curette in our fingers than we can have 
in any instrument for these infected cases. In the cases 
where the cervix is contracted, it is not a very difficult . 
matter to dilate with the finger. I think it is better than 
any dilator. First pass up one finger and then two, and 
then pass up and double the finger and. draw it down, and 
you can then put up two fingers and grasp the placenta and 
draw it down. By the touch you can tell better than by 
any curette the condition of the endometrium. With refer- 
ence to using antiseptics in the uterine cavity, I have more 
faith in thoroughly sterilized water than in all the antisep- 
tics I have ever heard of. If we have a double flow uterine 
irrigator, it can be used with safety and the return flow 
tends to draw the infection downwards. In the preventive 
- measures, I have found one that I think of very great use, 
and that is to apply over the vulva a carbolized pad, chang- 
ing it every hour or two according to the condition of the 
patient; we can then be reasonably certain that no infec- 
tion will enter from the outside, even if we do have very 
- poor surroundings for our patient. 

Dr. STEWART, Clay Center, Kan.: I wish to endorse the 
remarks of Dr. Campbell, of Missouri. He said that it might 
do for- Kansas, but it positively would not do for Missouri. 
I would like to say that there are about one hundred and 
fifty thousand Missourians in Kansas, but I do not believe 
that Dr. Sheldon’s plan that he universally practices would 
be satisfactory to all of Kansas. I have never yet found in 
a practice of thirty-one years a cervix that I could not dilate 
sufficiently to introduce a curette, and I must say that I am 
in favor of the curette. My plan has been to dilate the cer- . 
-vix, empty it of its contents with the curette or the fingers, 
or whatever was necessary to accomplish the purpose, and 

then I wash the endometrium out with a solution of creolin. 

I have found creolin to be an elegant preparation, and it has 
always done me good service. I believe, with all due re- 
spect to Dr. Sheldon, that the principles of his idea are 
wrong. I do not believe that we can inject that quantity 
of carbolic acid and oil into the uterus and do it safely. I 
believe that the proper surgery and the proper idea is clean- | 
liness, and to carefully curette the uterine cavity and wash 
it out thoroughly, as the lady has said, with sterilized water, 
or with creolin. I think I prefer creolin. I have never yet 
found a case but what I could introduce a speculum and di- 
late it with Gonde’s dilator, or some other dilator, bring 
the cervix down with forceps, and then introduce a double 
current syringe and wash the parts out thoroughly. I do 
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not believe the plan advocated is good surgery or good prac- 
tice, and while it may be successful with Dr. Sheidon, it 
would be a wrong idea to teach our young physicians and 
men who do not have the hospital advantages which our 
brothers have who reside in the large cities, and to teach our 
men who have a country practice to adopt such a plan is 
wrong I feel sure. Orig 

Dr. Nites, Salt Lake City: I did not have the pleasure 
of hearing the paper, but from the discussion I think I can 
get the drift of the opinions. I won’t occupy time in dis- 
cussing the methods of plans, but will say this: If there is 
a principle in surgery that seems to me is well thor- 
oughly established, that is the principle that all infected 
matter, enclosed, should be removed by the simplest and 
most direct and safest route. In the pelvis, from the ex- 
ternal os to the fimbriated extremity of the fallopian tubes, 
when infection occurs, we must remove as much of the in- 
fection as we can and remove it by the most direct route, 
the safest and the quickest, and whether the finger be used, 
- the sharp curette, or the dull curette should be and perhaps 
will be a matter of choice with the individual operator; but 
any departure from that plan, 1 believe, puts us on unsafe 
ground; it weakens a rule, a principle, that we must adhere 
to, not only in this line of surgery, but in all lines of sur- 
gery. I wish to support that assumption so far as my words 
can, and I believe that we should strengthen it, and every at- 
tempt to weaken it puts us back in this line of surgery and 
in general surgery. 

Du. ©. -B, NICHOLS, Denver: When I said a few words upon 
the differential points of diagnosis, I did not anticipate that 
the discussion was going to take such a wide field. I wish 
to emphatically endorse what my friend, Dr. Campbell, has 
said. Missouri must be a pretty good state. It has been 
remarked that the prominent men in the profession are 
getting to use the curette less. I would like to refer to a 
work just published, the latest and one of the best works 
upon gynecology. I am very happy to state that in puerperal 
cases or septicemia it advises the use of the sharp curette, 
and explains why a dull curette, if used at all, can do more 
harm than a sharp curette.. Now, then, when it comes to 
a question of the use of instruments, it is opening up a pretty 
large field in the discussion. There are some men who can > 
use an instrument with a great deal more delicate touch than 
a man who has never been accustomed to such work. I 
believe the curette is one of the best instruments and is 
- capable of saving more lives than any other instrument that 
has ever been invented, when it is handled by a man who is 
competent to use it. You cannot put the curette into the 
hands of a novice who has never used one and expect him to 
accomplish what a man would who is experienced in the use 
of it can. We cannot permit, and I think I use the word ad- | 
visedly, with all due respect to the gentleman from Kansas, 
the introduction of such a paper before a society of modern 
men and allow it to be published in our proceedings as the 
gentiment of the men who are attempting to climb to the 
pinnacle of scientific surgery, and endorse it. It is not nec- 
essary for me to dilate upon the injurious effects of injecting 
a strong solution of carbolized oil into the uterine cavity, 
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The lady who advised the use of sterilized water struck the 
key-note of the treatment in these cases. Wash the uterine 
cavity, and wash it clean. Where does this septic trouble 
arise in many instances? It is caused by the men who stand 
up to-day and condemn the curette. In many cases I have 
never yet seen an accident when the curette has been used 
by men who understand its scientific capabilities and use the 
instrument with the thoroughly modern, aseptic ideas that 
the accomplished surgeon of to-day has and should have 
before he enters upon the treatment of these important sub- 
jects. Cleanliness is the text that a man should begin his 
case with. Cleanliness is the rule that should follow through- 
out in every particular. Do not blame the curette but put 
the blame where it belongs, upon unclean and unskillful 
operators; but don’t blame one of the most useful instru- 
ments that has ever been introduced into the armamenta- 
rium of the modern gynecologist. — | 

Dr. EASTMAN: I shall be under the painful necessity of 
condensing what little I have to say, because this discussion | 
has already continued too long, and yet not half long 
enough; it is far Inadequate - to the importance of this great 
subject. | 

Dr. Gross stated at one time that he ‘would like no better 
epitaph upon his tombstone than that he taught principles. 
In the beginning of the practice of medicine or surgery we 
should have a certain number of principles to guide us. 
We should utilize those principles in each and every condi- 
tion. The essayist, Dr. Basham, enunciated a very important 
principle, that principle of prevention, that principle of using 
sterilized everything which we use on the parts with which 
we deal so as to prevent the absorption of septic germs 
before it had gone on far enough to produce those dire con- 
ditions which the doctor mentions. It is often the case that 
a septic condition of the cervix, or of the vagina, or of the 
fallopian tube, or an ovary, plus the traumatism of child- 
birth, produces a puerperal septicemia which results in death. 
These are the advanced cases which we are called to see 
when the patient is already in articulo mortis; when there 
is a tympanitic abdomen; when there is a feeble pulse; when 
the skin is already leaking a cold, clammy perspiration. 
The treatment in that one stage is not the treatment for an- 
other. Again let me repeat that it is the adaptation of the 
particular remedy to the particular stage of the disease 
which determines our success or failure. Now, the whole 
question is one of sterilization of the uterine cavity and of 
the vagina. In some cases the infection has gone beyond the 
uterine cavity, and the pelvic and mesenteric glands are poi- 
soned to the extent that the nerve ganglia are expressing 
their exhaustion upon the pulse and circulation and general 
condition of the patient. In such cases it is very important 
not to do too much. In other cases we should think of doing 
more. As I said, it is a question of sterilization. What do 
we understand by sterilization to-day? Surely not chemical 
sterilization with carbolic acid. What we need to-day is 
either mechanical or thermal sterilization. Thermal sterili- 
zation is impossible in the uterine cavity, vagina, or in the 
mesenteric glands. We are left, then, almost entirely to 
mechanical sterilization of the uterine cavity which is already 
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infected. Then comes the important question of removing 
any foreign body. How shall we do this? Surely we cannot 


reach it without a proper dilatation of the cervix. This, I | 


insist, as Dr. McCrea said, can be done very well in a large 
per cent. of cases with a small and delicate finger, the uterus 
steadied with the hand above the pubes, or there are many 


‘dilators with which the uterine cavity can be dilated so as to 


secure ingress to the cavity which we seek to sterilize me- 
chanically through the use of water freely and abundantly 
used. This is in the line of mechanical sterilization, carry- 
ing away the debris. Now, so far as the removing of foreign 


substances is concerned, whether it is a portion of the pla- 


centa or fetal elements remaining there, a dull curette can be 


used, or even a sharp one. I should hesitate more about 


using a sharp curette if I was convinced that septic materials 
had already been absorbed. All the time, however, the prin- 
ciple of drainage should be considered, and we cannot reason 


rationally upon this subject without certain anatomic and 


physiologic principles to guide us. We must remember that 
Savage, in that book of his entitled “The Pelvic Organs of 
Women,” lays down the principle that any foreign body in 
the cervix is continually securing contraction of the fundus, . 
and that contraction gives us a reasonable guarantee against 

any further absorption of septic material, not only a tem- 
porary dilatation of the cervix and a temporary contraction | 
of the fundus, but a dilatation for drainage and for mechani- 


cal purposes which will maintain the freest kind of drainage 
through the cervix. <A great mistake has crept into the pro- 


fession, as I understand it, by insisting that after curetting 
the uterine cavity to pack that cavity with gauze, as we then 


have a foreign body in the fundus, and when there is a for- 
eign body in the fundus the cervix is contracted and our 


drainage is thereby impaired. I invariably use a hard rub- 


ber dilator and allow it to remain in the cervix so as to keep 


a contracted fundus and an open and dilated cervix. Any 
hard dilator left in the cervix will answer the purpose quite 
as well, the object being to have some foreign body in the 
cervix which shall maintain a contraction of the fundus and 
full drainage through the cervix. 

Now, in sterilizing our hands in abdominal surgery we 
have lost faith in a very large number of so-called chemical 
germicides. If I want to use anything in the uterine cavity 
at all as a chemical germicide it would be a very weak solu- 
tion of iodine or alcohol. But the principle remains the same, 
to secure the most perfect drainage and the contraction 
of the fundus for the purpose of maintaining as complete 
mechanical sterilization as possible. As we are not capable, 
in the uterine cavity, of using thermal sterilization and | 
chemical sterilization has become a back number, mechani- 


cal sterilization is the one great principle that appeals to 


me. I cannot do better, in closing, than to recommend ad- 
herence to those principles which have been laid down so 
beautifully in Savage’s book. 

Dr. BASHAM, closing: I have nothing further to add, except 
to express my gratitude for the interest manifested by the 


 gociety in this discussion. 


DR. SHELDON: I will only occupy one or two moments. I 
am very much pleased with the course that the discussion has 
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taken. It is just exactly what I expected. I am not disap- 
pointed. I am like my friend, Dr. Simmons, yesterday; I 
did not expect the entire endorsement of this society, and 
I want to say this to the members of this society, that within 
less than one year, before we come together again, some of 
you will have different ideas about this, I believe. _ 

In reply, just allow me to say one word in regard to the 
removing of foreign bodies. As Dr. McCrea suggests, the 
cervix can often be dilated with the fingers and the foreign 
body removed with them. Now, when that can be done; it 
should be done. But it has been my misfortune time and > 
again to find a contracted uterus that could not possibly be 
dilated without an amount of force that would do more dam- © 
age than leaving it and surrounding it with the antiseptic 
oil. They say use water in the uterine cavity. In nine cases 
out of ten if you use water you will get spasmodic contrac- 


tion of the uterus, and you will get what they call uterine 


colic, and that you will never get when you use the oil. I 
have never seen it yet in all the cases where I have used it. 

Now in regard to Dr. Lane’s statements: He first con- 
demns the curette and he then condemns the plan that we 
have suggested, and he leaves us without any means what- 
ever to relieve our patients in the deplorable condition in 
which we find them. It seems to me he ought to give us 
some idea of what he is gcing to do with these pecuilar cases 
when he finds them. _ 

Now, they say that we should adhere to the first principles 
of surgery—Dr. Campbell, sitting over here, said that we 
should adhere to the first principles of surgery and remove 
all septic matter. Now, my friend, are you going to remove 
all that septic matter when you would do more harm in. 
removing it than you would -to let it alone? Certainly you 
are not going to do it. Why are you going to tear the endo- 
metrium, why are you going to open up new avenues of in- 
fection, when it can possibly do no harm to leave it there? 
There is no reason why we should not leave it there and let 
it come away, as it will, without any further infection. _ 

There is one other suggestion that is made, and that is 
that we want good drainage. Well, now, you know well 
enough that the cervix never contracts enough but what you 
have got plenty of good drainage, and if you have a lubricant 
above that, if you have oil above that which is constantly 
dripping down, constantly irrigating the passages and keep- 
ing them soft, you are not going to get any contraction there 
but what anything will come away whenever it is loose 
enough to come away. I have never seen it, and, as I say, | 
I have seen thirty and forty cases, and Dr. Searl, my friend 
from Solomon City, has about a dozen more that he has 
treated along this line and very ee: and there have 
been no unfavorable results. 

Someone has suggested that we mane destroy all of the 
germs. And we cannot. But it is not necessary that we do 
destroy them all, but a limited number of germs in any por- 
tion of the body will do no harm. You all admit that. Sup- 
pose that you destroy the greater portion of them by this 
antiseptic treatment; if you destroy the greater portion of 
them, the rest are innoxious to a certain extent, and they 
will do no harm. 
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I am very glad that this matter has brought up this dis- 
cussion, and I hope you will think of it, and I do not want 
my good looking friend over there in the window to condemn 
this thing until he has given it a good, fair trial, and then 
if you do not say that Dr. Sheldon is right and that his theory 


is right, then I will take your plan and not mine. 


CASE OF TARSECTOMY FOR CLUBFOOT—CASE 
OF EXSECTION OF ANKLE JOINT FOR 
TRAUMATISM. 


By W. W. GRANT, 
DENVER, COLO. 


TARSECTOMY FOR CLUBFOOT. 
Except in chronic and neglected clubfoot, tarsec- 


tomy and osteoplastic operations are not necessary 


and seldom resorted to. At the present day most 
cases are treated early and better than at any previous 
time; consequently cases requiring unusual opera- 
tions are not often met with. 

I trust the case of Annie Pratt, of Davenport; 9 


years old, is of sufficient interest to justify reporting. 


Some of tie tendons were cut when she was an in- 
fant, by a reputable surgeon, but that was not fol- 


) lowed for a sufficient time by retentive apparatus and 


massage and consequently did no good whatever. For 
nine years she suffered from the pain and deformity 
incident to congenital talipes equino varus. The sole 
was contracted and inverted to such an extent that 
the child walked on the outer and upper side of the 
foot, which was, in consequence, covered by a large 
bursa. The foot could not be flexed, partly on ac- 
count of the deformed tarsal bones. The scaphoid 
projected upward, as well as inward, to such an ex- 
tent that when flexion was attempted it would come 
in contact with the lower end of the tibia, which 
absolutely prevented flexion; to correct which, as 
well as the entire deformity, the following operation 
was performed November 17, 1890: Under ether, the 
tendo Achillis was cut, also the fascia and tendons of 
the sole extensively, and, though done subcutane- 
ously, accomplishing all that is promised by -the open 
operation of Phelps, advised in certain bad cases. 
Strenuous efforts were now made to correct, by force, 
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the deformity which failed as to flexion on account 
of the scaphoid; so an incision was made lengthwise 
over this bone, exercising particular care not to cut 
tendons and tibial vessels and nerve. A transverse 
intersecting section was made over the bursa and 
the sac excised. The scaphoid was removed without 
difficulty and flexion immediately accomplished with 
ease, the space vacated being promptly occupied .by — 
_ the cuneiform bones. The incisions were closed, heal- 
ing promptly without suppuration. The foot was 
over-corrected and dressed in cotton and silicate of 
potash for fixation, in which it remained for three 
weeks, a little window being left for inspecting the 
wound. At this time the patient stood with consid- 
erable weight on the sole of the foot, the correction 
being most satisfactory. Same dressing was reapplied 
for three or four weeks and followed by clubfoot shoe. — 
Five years later this patient visited me, at my re¢- 
quest, and I am able to report a gratifying and per- 
manent result. The foot is a little smaller and the 
instep not quite so prominent as the other, but shoes 
conceal this slight disproportion. 

Equino varus, more than any other variety a club- 
foot, is congenital, and all kinds, when aggravated by 
the body-weight in walking, result in more rapid and 
certain distortion of the tarsal bones. The position 
of the calcaneum becomes oblique; the astragalus 
is carried forward, the articular surface of the tibia 
resting only partially on it; the cuneiform and 
scaphoid bones are turned inwards, and the latter. 
as in the case recorded, sometimes upward also. 

Of the dozen or more bone operations which have 
been advised for the cure of these neglected and in- 
veterate cases of clubfoot, only three or four at most 
need be mentioned: Removal of wedge-shaped piece 
of bone.from astragalus or calcaneum; removal of 
a cuneiform, the scaphoid, or astragalus; or the op- 
eration of Davy,—the excision of a wedge-shaped 
piece of bone from the outer side of foot, involving 
section of several bones. The preference, I believe, 
should be given to section of the head of the astraga- 
lus, or a wedge- -shaped piece from outside of calea- 
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neum or linear section, or excision of scaphoid or one 
or more of the cuneiform bones. 


EXSECTION OF ANKLE JOINT. 


Typical exsection of the ankle joint is removal of 
the lower articular ends of tibia and fibula and the 
upper articulating surface of the astragalus. Exsec- . 
tion of the ankle joint is rather limited in its applica- 
tion, while not infrequently required and performed 
in knee and femoral joints. It is demanded in some 
compound fractures, compound dislocations, gunshot 
wounds, and in certain diseased conditions, especially 

of childhood, where the results are good. For ordi- 
nary. traumatic conditions the results of ankle joint 
exsection are usually good; while in gunshot wounds, ~ 
Culbertson and Otis record a mortality of about 30 
- percent. This is doubtless too high, under the latest 
_ surgical treatment. In diseased conditions the mor- 
tality does not exceed 12 per cent. 


I wish to report a case under my observation five 
years after operation: 


J. H. Sanders, aged 50. On Giitisiiiver 7, 1892, 
right ankle was run over by tramway car, cutting 
joint open from center of joint in front around inside © 
to tendo Achillis, not severing tendons, but cutting 
posterior tibial artery; anterior vessels and nerves 
being intact, comminuted fracture of internal malle- 
olus and oblique fracture of. tibia inwards and up- 
wards for two and one-half inches, and simple frac- 
ture of external malleolus. This was his condition 
when I saw him the next day at the solicitation of 
Dr. Sol. Smith. It was manifest that amputation 
or exsection should be performed at once, and thoug — 
the former would result in quicker recovery, I be- 
lieve it a good case for exsection. This was acqui- 
esced in, and, assisted by Drs. Smith and W. F. Me-_ 
Clelland, this operation was immediately performed, 
by making an incision from the transverse laceration 
te the upper terminus of the fracture of tibia, whieh 
--was cut off with chain-saw. Similar incision was 
made over fibula and it was sawed off on level with 
tibia. The astragalus, not being much injured, was 
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not disturbed; believing, too, that this course would 
- be more likely to result in some motion at the site of 
the joint. This hope is fully realized, as an examina- 
tion of the patient, now presented, will attest. The 
exsected bone, with malleolus, measured three 
inches; the shortening of the leg about two inches 
at present time. With keel and sole of shoe slightly 
raised, he walks easily, with comfort, and quite natu- 
rally. The periosteum was badly lacerated, or the 
shortening would doubtless be less; for it is desirable, 
whenever possible, to: leave it. Preceding rain or 
snow the foot gives some pain, but does not disable, 
and it is certainly far preferable to an artificial. limb. - 
He was confined to the house four weeks. Immedi- 
_ ately following the operation drainage was effected 
by iodoform gauze carried through the wound from 
side to side. This was continued a week. He used | 
crutches five or six months. 

The time required for recovery, in ba people 
especially, sometimes determines the surgical pro- 
cedure to be adopted. Amputation is more quickly 
and easily performed, is attended with less danger, 
- requires less of the surgeon’s time in the after treat- 
ment, and the patient can return to work sooner; but 
when a foot or limb can be conserved without un- 
usual risk it should be done, unless the patient, after 

a full statement of the case, elects the former. 


DISCUSSION. 


Dr. BALDWIN: I would like to say with reference to this 
case that I believe the doctor has a most excellent result 
there. I think it is a lesson that we may do this kind of 
work and take a great deal of interest in it. I believe there 
are too many cases where the foot or some portion of the 
- foot is sacrificed that might in this way be saved. I think 
Dr. Grant has a most excellent result there, and I think it 
is a result which we should all try to get in ‘doing that kind © 
of surgery. 

Dr. SUMMERS: In regard to the subject of clubfoot, it is 
a thing that comes to all of us. One operation you will do 
in one case and one in another, and all will not work suc- 
cessfully in an individual case. All may be tried, and the 
result will be only fair. I had an opportunity recently in 
Boston of seeing a case which had been in the hands of a 
distinguished orthopedic surgeon, who had written a text- 
book upon the subject, and even in the hands of such a man- 
the results are just the same as we have them in our own, 
whether we remove the astragalus, treat the whole foot as 
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one bone, or do some of the other operations mentioned by 
the doctor. I have lost heart in resection of the ankle joint, — 
especially if diseased with tuberculosis; and if severely in- 
jured I had come to the conclusion that an amputation was 
the proper thing,—and I still think, as a general rule, ampu- 
tation is the proper thing; but surely in this case the result 
is marvelous. I have never before seen anything to approach 
it in the hands of anybody, and I sincerely congratulate the 
doctor, and I think that I shall perhaps try the same line of 
practice myself if a favorable case should present itself; but 
unless everything should be favorable, I would resort to. 
amputation. The doctor had a favorable case. The bones 
of the foot were intact, and he had plenty of nutrition; the | 
tendons were not injured, the blood supply was sufficient and > 
the nerve supply was adequate, and he had a comparatively 


- @asy case, in that only the lower ends of the long bones were 


injured. But, nevertheless, even in a case of this kind, I think 

that in the hands of most men it is safer to amputate than 
to try. what he did. But his case is one which teaches us 

what may be done by so-called conservatism; in other words, 
good judgment. 

- Dr. Batpwin: If I may be allowed to speak for a moment 

again, I would like to mention a case that I had myself about 


- two years ago. The doctor speaks of amputating where the — 
_ ankle bones are involved. I had a case of a child four years 


old in which there was tuberculosis of the ankle joint. The 
fibula was involved; the entire lower third and the outer 
side of the tibia up an equal distance. I removed the entire 
astragalus, a small portion of the os calcis, the lower third 
of the fibula, and all of the tibia with the ‘exception of the 
inner part of the shaft. I did, as Dr. Grant did, put drainage 
through from one side to the other, except that I do not favor 
the use of gauze for that kind of drainage. Now, I have been 
in the habit of using oakum. I do not know that we can 
make the oakum aseptic, but certainly my results with it are 
good. ‘That child has now those bones all reformed and has 
as much motion as this man has in the ankle joint. In fact, 
people see her walk and it is impossible for them to tell, 
without removing the shoe and seeing the scar, which foot 
was involved. It was demonstrated to be a tubercular joint. 
_$he also has spinal curvature, Pott’s disease, but that trouble 
has been very much improved. I mention this case simply 
to strengthen what the doctor has said in reference to this 
class of conservative surgery. I do not believe in sacrificing 
a limb when it is possible to avoid it, and while it takes a 
great deal more time to accomplish these results with this 
kind of surgery than it does with an amputation, I believe 
the time is well spent. 

Dr. LANE: There is one important point to be considered 
in deciding which operation should be done, and that is this: 
Can we jeopardize the life of our patient, considering, too, 
the few years he may have to live, by keeping an open wound 
there for months? I dare say that if one of these cases had 
occurred where we had maintained a large open wound for 
a few months and the patient had died, it would not have 
been brought before th’s scciety as a sampie of conservative 
surgery. We do not feel safe for our patient as Ms as we 
have this open wound. 
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—_— CONSERVATIVE AGENCY OF SHOOK. 


By H. G. WETHERILL, M. D., 
DENVER, COLO., 


PROFESSOR OF GYNECOLOGY, UNIVERSITY OF DENVER: 


Opinions of all kinds, even orthodox opinions, are 
held subject to revision in these “end of the century” 
days. Medical and surgical progress is rapid, and 
the constant revision of opinions pertaining to these 
branches of the healing art an absolute necessity. 
Until recently, however, the old notions and teach- 
ings of the cause and modus operandi of surgical 
shock have been. little modified, notwithstanding the 
vague and uncertain theories i which they were 
based. | 

Literally, the term Spapencal shock” has been ap- 
plied to the condition of the body which is induced by - 
severe injuries, operating through the nervous sys- 
tem, not attended with or produced by hemorrhage. 

- None will dispute that profound depression and even 
death may be caused in that way, but that it is com- 
monly so caused is certainly not true, and even when 

so produced that it is serious because of the nervous 
disturbance alone cannot be admitted, as the sec- 
ondary circulatory disarrangement is the prominent 
symptom presented and is also the symptom which 

Imust be combated with the greatest vigor if the life 
of the patient is to be saved. Few serious injuries or 

surgical operations which are followed by so-called 
shock are unattended by hemorrhage, on the surface 
or concealed, great or small in amount. The symp- 
toms which such patients present are due to the 
conjoined effects of the hemorrhage and “shock” 
combined. _ 

For many years it was taught that penetrating 
wounds of the abdomen and amputations through 
the hip joint were ordinarily fatal because of the 
profound shock which accompanied them, and it is 
conceded that true shock is great in such cases, but 
later experiences have taught that with perfect hem- 
ostasis their mortality may be greatly reduced. This 
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indicates that hemorrhage is a far more important 
factor in the production of what we have heretofore 


‘ealled shock than we had believed it to be. 


‘The experience of abdominal surgeons is also in- 
structive. It has been a common thing to attribute 
the death of patients upon whom abdominal opera- 
tions have been done, to the “shock” of the operation, 
while the autopsy has ultimately shown that the © 
patient had died of a concealed hemorrhage. A | 
small concealed hemorrhage may go on so slowly and | 
insidiously as to give rise to none of the symptoms 
which are characteristic of hemorrhage as in contra- 
distinction to “shock.” In such cases it will be dif-_ 
ficult to say that the state is not one of literal shock. 

Our opinions of these things are being reformed. | 
The tendency now is to regard surgical shock, such as 
is commonly met clinically, as a condition which fol- 


lows such surgical operations or severe injuries as 


exhaust the nerve force of the patient and reduce his 


blood pressure through the true shock and the reflex 


action of the hemorrhage, the latter being: considered 
the more important factor. 

The present state of the case is unsatisfactory and 
confusing and the time has come when one of two 
things should be done. The definition and meaning 
of the term “shock” sheuld be applied to the condi- 


tion as it is now known and its double origin recog- 


nized; or, if it be preferred to retain this term for its 
original and literal use, it should be limited strictly 
to this meaning and some new word should be chosen 
for the description of the mixed condition which 
comes after injuries and operations, the genesis of | 
which is due to-both shock and hemorrhage. The 
term “traumatic asthenia” is well suited to the de- 
scription of this mixed condition and also indicates 
its origin. Permit me to suggest its use and appli- 
cation in this connection. This mixed shock or trau-. 
matic asthenia has heretofore been regarded as a 
serious and altogether unfavorable complication in 
the aftermath of injuries and operations. It is time 
that this view also be reconsidered and somewhat 
modified, as it is now believed, by some at least, that 
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the condition is essentially conservative in its agency; © 
that if it were not for this lowering of the vital action _ 
through and by the intervention of the reflexes the | 
suffering of the patient must be far greater and his 
life more quickly sacrificed. Recall for a moment the 
picture of profound shock often seen in the emer- 
gency operating room after injuries received on the 
railroad or in the factory. The patient lies on the | 
table, pale, with pupils dilated, but with his eyes 

closed, his skin is cold and clammy, he is pulseless, or 


nearly so, his temperature is sub-normal, and he has 


no desire but to be left alone and allowed to rest. 
He is not suffering much, at least not in proportion 
to the severe character of his injury, and he is bleed-— 
ing very little, not because he has no blood to lose, 
but because it is not circulating with its usual force 
and vigor. Is it not evident that the conservative 
efforts of all nature’s agents are exercised to make 
his suffering and the consequent exhaustion as little 
_ as possible and prolong his life to the full limit by 
lowering his blood pressure and storing the vital 
fluid in his dilated and relaxed blood vessels? His 
very condition of perfect relaxation and inability and 
disinclination to make exertion is his salvation. In 
all diseases, under all circumstances, the invariable 
tendency of the natural processes is to resist death 
and destruction as long as possible and by every 
means. .This vis medicatrix nature is so well under- 
stood that one hesitates to discuss it fearing his re- 
marks may be thought too trite for serious considera- 
ation. However, is it not a fact that the view in — 
which traumatic asthenia has been held is not the 
view presented in this paper, and what is of still 
greater importance, the treatment of the condition 
not based upon this premises? The successful treat- 
ment of disease must take into consideration the indi- 
cation nature*gives as to the best way to proceed. 
Success depends upon following these indications © 
and supporting the resisting powers in the fight for 
life, for death comes not by nature’s consent or as- 


sistance, but always in spite of her strongest antag- 
onism. 
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I believe it has not been proved by the experi- 


mental physiologist that the reflex effect of hemor- 


rhage is to lower blood pressure and so save blood 
volume. That this result is attained, every surgeon 
knows, but to what extent it is accomplished through 
reflex action we cannot say. The experience of every 
surgeon who has carefully observed the conduct of 
his patient under and after operation will, I am sure, 


lead him to believe that there is some controlling 
- influence exercised over the heart and the circulation 
of the blood by a persistent arterial hemorrhage, 


however small in amount. The influence upon the 


circulation is out of all proportion to the amount of 
_ blood lost, as is also the profound effect in general 
upon the patient who becomes cold, pulseless, and is | 
- evidently near death, perhaps to be perfectly re- 


vived with a good full bounding pulse when the hem- 


orrhage is arrested. Such phenomena are some- 
- times seen in cases of ruptured ectopic pregnancy. 


the patient’s condition fluctuating, becoming de- 


a cidedly better or worse with each arrest or fresh at- 


tack of hemorrhage. It hardly seems rational to 
doubt in the light of such experiences and the known 
facts that these remarkable effects are the results 
of reflex action, or that even a small but persistent 
hemorrhage may induce them. 

Gynecologists and abdominal surgeons are pecu}- 


iarly interested in having this matter thoroughly 


understood, for to them the question must often come 


for solution whether a patient is suffering from shock | 


or whether it be what I prefer to call traumatic as- 
thenia, with the possibility that hemorrhage is still 
persisting and so maintaining through its reflex ef- 
fects the state of lowered vitality. The importance 
of this question in its bearing upon treatment is 
evident. If the case be one of uncomplicated shock, 
cardiac and other stimulants are indicated, trans- 
fusion and infusion may be employed, and all the 
vital forces be quickly brought into normal activity; 
while on the other hand, if concealed hemorrhage is ~ 
going on, these remedies are directly contraindicated 
and opposed to the conservative efforts of nature, for 
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of course the more the circulation is increased in 
_ force and volume the greater must be the hemorrhage 
‘till. all bleeding points are controlled. In other 
words, nature is doing her best to hold the devitaliz- 
ing processes in check till the surgeon can come to 
the rescue. That the balance should be in every 
case so nicely adjusted as to give exactly the required 
amount of protection is too much to expect. It must 
be clear that the shock or traumatic asthenia may, | 
under certain circumstances, be so severe and pro- 

found that the patient cannot react and recover, par- 
ticularly if medical and surgical science does not 
come quickly to the rescue. Here, as in other 
branches of medicine, the personality and condition 
of the patient bear directly upon the result. One in- 


dividual will endure more than another. The nerv- © 


ous, anemic, exhausted, old, or very young person 
will not withstand a degree of traumatism that would | 
_Inake little impression on one in the prime of life or © 
full vigor of youth. The degree of surgical anesthe- 
sia, and the length of time it is maintained, must 
also effect the result through the obliteration of the 
reflexes and the consequent paralysis of nature’s con- 
servative mechanism. 

_ The conclusions I reach from the foregoing train of 
thought are, then: 

he: Surgical shock, entirely unassociated with hem- 
orrhage, is a conditon rarely met with and one which © 
may usually be successfully treated in persons who 
are otherwise in good health. 

2. Hemorrhage, though small in amount, is a a far 
more important factor in the production of surgical 
shock (as it is seen clinically) than we have been ac- 
customed to think it. eee 

3. This mixed shock (traumatic asthenia) should be 
designated by some distinctive title, or the term 
“shock” be construed to comprehend all the factors 
in its venesis. 

4. While not proven, it seems probable that the 
effects of even a small continuous arterial hemor- 
rhage is .to produce, through its reflex action, lower 
blood pressure and, in general, a condition so like true 
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shock as to be very difficult of differentiation, par- 


ticularly if the hemorrhage is concealed, as in rup- 


tured ectopic pregnancy. 

5. Surgical shock, with or without hemorrhage, 
must be construed as primarily conservative in its 
tendencies. The incident prevention of rapid exhaus- 


tion, of acute suffering, or great blood loss when the 


blood vessels are apened, all tend to the ultimate 
saving of life. | 

- 6. Premature stimulation in the treatment of trau- 
matic asthenia may defeat this conservative effort 
of nature. Bleeding should be stopped and proper 


. provision made for the comfort and welfare of the 
patient before strong stimulation is resorted 
_ less there is imminent danger of death. | ates 


7. Anesthetics must be sparingly and gabetidty 
given to patients suffering from surgical shock (trau- 
matic asthenia) chiefly because they completely ob- 
literate the reflexes. The saturation of the patient 


with an anesthetic may turn the scale against him 
and cost him his life even though the direct effect of 
the anesthetic be that of a stimulant.. The same rule 


holds good in regard to the employment of alcoholic 


stimulants if too freely used. 


8. We should co-operate with and supplement ma-_ 
ture’s conservative efforts. They are always exer. 
cised in behalf of the _— never against him. 


SHOCK AND ITS TREATMENT. 


By JOHN PRENTISS LORD, M. D., 
OMAHA, NEB., 


| PROFESSOR OF PRINCIPLES AND PRACTICE OF SURGERY, UREIGHTON 


MEDICAL COLLEGE, AND SURGEON TO ST. JOSEPH S HOSPITAL. 


To properly define and embrace in a paragraph a 
concise, but comprehensive elucidation of the phe- 
nomenon of that pathologic nonentity commonly 
known as shock, has commanded the resources of 
some of our greatest authors. And long chapters 
leave students with but vague ideas concerning it. 
Years of experience and observation make us wish 
for more knowledge, and a clearer insight into its 
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pathology, which is not so firmly established, but it is 
in some dispute. Repeated observations of shock 
under varying circumstances, and a familiarity with 


_ considerable literature, would seem to be necessary - | 
_ to give the mind anything like satisfaction upon this 
‘subject, a consideration of which brings us into such 


close consideration of the phenomena of life itself, 


and death as well, that we are at once limited in our 


comprehension and proper grasp of it. 
Tillmann says that “by shock is understood a pe- 
culiar state of depression of the nervous system, 


which is apt to be excited reflexly, by injuries involy- 


ing a shaking up or contusion of the sensory nerves.” 
Thomas, in the International Clinics, in which he 


reports a most interesting case of paralysis from 
_ shock, says: “Shock is a condition of profound pros- 
tration of voluntary and involuntary functions, 


acute in its outset, and caused by injuries, surgical 
operations, or sudden emotional disturbances, such 
as grief, alarm, indignation, horror, or joy. Its ef- 


_ fect is a partial or complete arrest of a part or all of 
the nervous functions. It ranges in severity from a 


momentary pallor of the face to the complete sus- 
pension of all nervous action, which terminates in 


death. The results of shock are various as to their 


after effects on the patient’s condition. In some 


cases recovery is quick and complete, while in others | 
recovery never comes. It has caused premature la- 


bor, stopped the secretion of milk, arrested the men- 
strual flow, caused jaundice, and in persons in the 
prime of life it has turned the hair white in a single 
night. It has produced temporary delusions and 
hallucinations, paralysis, and insanity. It may pro- 
duce an inflammation or degeneration of a sympa- 
thetic nerve center. To these conditions may be 
added tremors, a wild expression of the face, a par- 
tial or complete paralysis of any organ or part of the 
body. Its effects are produced through the sympa- 
thetic nervous system reflected to the cerebro-spinal 
centers. Shock is to the sympathetic centers what 


concussion is to the cerebro-spinal centers. Its ef- 


fects on the sympathetic centers may be as severe and — 
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far reaching as is concussion to the cerebro-spinal 
centers.” | 
The vaso-motor paralysis theory is generally ac- | 
cepted, but some writers do not believe that it ac- 
counts for all of the phenomena of shock. Among 
these are Mansell-Moullin, who thus summarizes: “In 
short, shock is an example of reflex paralysis in the 
strictest and narrowest sense of the term,—a reflex 


inhibition,—probably in the majority of the cases | 
- general, affecting all the functions of the nervous 
system and not limited to the heart and vessels only.” 


Hodge (according to Warren) has shown that cells 


of the ganglia of the cord undergo marked changes 
when made to suffer prolonged or violent irritation, 
and that prolonged rest is necessary to restore them. 


From which we may get a suggestion in treatment 


and which indicates the conserving action of shock. 


It is a well known fact that protaplasmic cells cease 


their ameboid movements upon being jarred or un- 
duly stimulated. Is it unreasonable to conclude, | 
therefore, that the individual cells of the organism 


are thus affected by the sudden cessation of nervous 
innervation and that this withdrawal of the ener- 
gizing influence of the nervous forces more or less 
completely arrests cell activity, which will the bet- © 
ter enable us to account for the rapid diminution of 
the body temperature? Constructive metabolism 
(anabolism), as well as destructive metabolism (catab- 


olism), produce heat and this process is doubtless 


presided over by the heat center in the brain, which 
becomes at once affected by its proximity and rela- 
tionship to the centers of circulation and respiration. 
Hemorrhage can produce these conditions by starva- 
tion of these centers. An anesthetic or a poison by 
paralysis. Shock by paralysis or an_ inhibition 
through the medium of the sympathetic nervous sys- 


tem, which may be as complete an arrest of the vital 


machinery as that of a clock with its mainspring 
broken. 
Shock is characterized by great congestion of the 
abdominal veins due to their great dilatation from 
vaso-motor paralysis. It is probable that these large 
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veins, which are very dilatable, and supplied by those 
nerves of marked inhibitory power—the splanch- 
nics, and being nearest the centers of nervous force 
or depression, are first to be affected; that the peri- 
pheral nerves being later and less intensely paral- 
vzed, together with the stimulation or spasm which 
comes to the peripheral vessels at the instant that. 
the stimulus is. received, drives the blood to the 
flaccid veins of the trunk, after which the heart has 
little blood to propel, which. condition produces 
marked anemia of all other organs and the heart 
itself, perhaps paralyzed, is arrested in diastole. | 

The old injunction of the recumbent position is 
well, but not enough in the treatment of very severe 
shock. A lowered head and raised feet is indicated 
_ here as in hemorrhage, where it is necessary to stim- 
ulate the respiration and circulatory centers which 
suffer alike in both conditions, and is especially im-— 
perative when both factors are operative in the pro-— 
duction of cerebral anaemia. While this measure 
is commonly used in hemorrhage, it is mentioned by 
but one author as a resource in the treatment of 
shock. Another conserving agency in treatment, and 
one as old as the subject itself, is that of preserving | 
the body heat; and while more or less passive or ener- 
getic measures are always used, it is because this 
most valuable form of treatment is not sufficiently 
appreciated. and is ineffectually carried out that I 
desire to emphasize its importance and to urge the 
preparation for, and use of more effective means for 
carrying out much more successfully this most effi- 
cacious means of treatment. The hot water mattress 
or electrical pad are excellent, but these warm the 
back only. The body should be enveloped in a gu- 
perheated appliance. It has been suggested that, 
when practicable, beds be connected with a furnace 
register so as to have the heat thrown under the bed 
coverings. It would seem that with a gas oven and — 
attachment this might be very well accomplished. 
The reason why these things are dwelt upon is that 
even our hospitals are deficient in adequate conven- 
iences for meeting these urgent indications and are | 
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content to continue in the use of hot water bottles, 


cans, heated sand bags, bricks, etc. All of these are 


more or less objectionable and accidents of a painful 
character are sometimes experienced. 

The old practice of using enemata of hot fluids has 
been revived and is quite generally used since normal 
saline solution is so popular, it being a routine with 


some operators to have their patients receive one to — 


three quarts at 110° to 120° into the colon before 
they leave the table. The writer can testify to the 


great value of this practice. 


Dr. Turck, of Chicago, is an enthusiast on the 
treatment of shock by the use of a soft rubber bag | 


_ to which are attached two tubes, one for the intro- 
duction of hot water and the other for its return. 


The bag is introduced into the stomach and water as 
hot as 130° has been used, with marvelous results. 
Dr. Turck contents himself with the view that “shock 

is a congestion of the abdominal veins; relieve the 


congestion and you cure the shock.” ‘That this is a _ 


most valuable treatment is not questioned, but that 

its use would have to be confined to hospital practice 
where no friends are about, is probahle. The objec- 
tion to its general use would seem to be obvious. | 

Saline infusion should be used where hemorrhage 
isa complication. But I believe that caution is neces- 
sary in the use of this treatment, where little or no 
hemorrhage has taken place, not to increase unduly | 
the volume of the circulating medium lest the heart be 
too severely taxed when reaetion comes. 

The drug cecupying first place, in the writer’s opin- 
ion, is strychnia, to be used hypodermically in doses 
of 1-50 to 1-10 grain or even more, repeated every | 
hour or two as may be required. Strychnia has a 
specific stimulating influence upon the ganglia of the 
cord, which may account for its great value in reliev- 
ing the depressing influence of the splanchnics which 
have their origin in the sympathetic ganglia of the 
cord. Heat to the spine, in a measure, does the same 
thing. 

Atropia comes next, it being as valuable a stimu- 
lant to respiration as the strychnia is to the circula- 
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tion. It is valuable if administered bietove opera- 
tion in lessening the tendency to shock, and acts — 
most pleasantly where ether is used, as it tranquilizes 
respiration and lessens the secrétion of mucus so 
unpleasant in some cases, and which becomes of spe- 
cial concern to us if we are to have shock as a com- 
plication. 
Morphia, like atropia, is valuable in lessening the 
tendency to shock, but is more prejudicial in some 
cases, especially abdominal ones, where atropia should 
have the preference. In shock, morphia tranquilizes 
the mind and nervous system and allays pain which 
may aggravate shock most decidedly. It is especially 
indicated where irritation is continuous in its effect, 
as in crush injuries. It is penny our best remedy 
to relieve vaso-motor spasm. 
Oxygen, in cases. presenting eyanotic symptoms, is 
most valuable, acting in a marvelous manner to re- 
lieve the symptoms and is a most valuable agent in 
all severe cases. It is too little used. en 
Nitroglycerin seems especially indicated to relieve 
cardiac and pulmonary blood stasis. Digataline, also, 
is valuable and is more serviceable when shock is 
prolonged. Alceholic stimulation is of the same 
value that it always has been; but, with the more 
general use of the drugs mentioned. hypodermically 
administered, it is not relied upon as formerly. — 
Ammonia, hypodermatically or by inhalation, is of 
great value. Caution by both methods should be ob- 
‘served. 
Jnhalations of amyl nitrate is a. most agent 
and its value is not generally recognized. Indications 
are clear for the characteristic effects of this drug in 
marked cerebral anemia, and it is not disappointing. 
The after-treatment of shock may require great care 
and wisdom in meeting the many conditions which 
may follow as remote results and sequelz, in which 
the discriminating diagnostic ability of the nervous | 
disease specialist may be required. 


DISCUSSION. 


Dr. LANE.: Leavenworth, Kan.: I feel competent only to 
open this discussion, since I cannot say much on the subject. 
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I would like particularly to compliment the writer of the first 
paper. There is more in it than I could takein. It is a sub- 
ject in which I am deeply interested. I was particularly 
pleased at his bringing forth the point of the dependence upon 
nature for meeting these conditions. 

Mr. Chairman, in railway surgery we come’ in contact with 
traumatic shock. I was pleased with the classical descrip- 
tion of shock given wherein shock was not limited to trauma- 
tism, nor to surgical operations, but to psychic conditions 
also. I think one of the worst cases of shock I know of was 
in the case of a butcher who was hanging up a piece of meat, 
standing on a stool; the stool slipped from under him and he 
hung there. When he was finally released he was found in 
great shock, even life was almost despaired of for a time, 
and it was discovered that he was only hanging by his sleeve, 
and not by the flesh, and yet it was a marked case of shock, 
psychic shock. Traumatism, as we have it in railway injuries, 
siight injuries sometimes, is followed by great shock, where 
there are the conditions of high momentum and great pon- 
derosity of matter and all the shock phenomena that will 
produce deep impressions. Now, in both of these papers that 
question seems to be entirely left out, although it was men- 
tioned in the quotation at the beginning of the paper of the 
last speaker. I believe in the treatment of shock when it is 


due to psychic causes, or to traumatic causes, or to surgical — 


causes. I think that the psychic shock condition should be 
looked after, and a great deal may be done to allay nervous 
irritability and to allay alarm. This is of great importance. 
I believe that in an injury which has any one or all of the 
symptoms indicative of typical shock nature says to us “rest.” 
I believe, Mr. President, that rest is the most important thing. 
Why give strychnia, atropia, morphia, nitroglycerine, and 
digitalis when reaction may come in five minutes after you 
have given your remedy? Your poison is in and you can’t 
get it out. The doctor has almost avoided criticism upon 
this point by retracting what he said, after he spoke of giv- 
ing even more than a tenth of a grain of strychnia; and what 
I have to say will not be by way of discussing that, because 
he retracts it, but by throwing out a warning, cautioning 
against doing too much. Of course a few of the injured are 
first seen in hospitals, but many of the cases of injury are 
seen first by the physician at the place of accident and among 
the friends of the injured one; then it is that these hypo- 
dermic surgeons begin the display of their hypodermic 
syringes, begin injecting one thing or another, or the patient - 
is pumped full of salt solution, or there is a dispiay of pour- 
ing on water and a general stirring up of the patient in order 
to affect the bystanders, when the patient wants to be let 
alone. Rest is nature’s strong-:st demand and should indicate 
what our line of treatment should be, and it should be rest, 
absolute physiological rest; and the physician who has charge 
of a case of traumatic shock should have the nerve to see 
that the patient gets rest, without attempting to affect the 
bystanders by a display of doing something. I am not here 
to state that where life seems to be fleeting away that stimu- — 
lants should not be given, but that we overreach in all par- 
ticulars except one, and that is physiological rest, Take the 
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case of an animal, a wounded bird or a deer, what does it 
do? It hides away and seeks rest. That is nature’s method 
of dealing with this subject, and whenever we depart very 
far from the indications of nature we are apt to err. 

Dr. STEWART; Clay Center, Kan.: In a case of shock in 
railroad injury, and in severe injury, I would like to know 
what a man would do who is called to a case where a patient 
could not swallow, what would a man do in the way of reme- 
dies if he-did not use a hypodermic syringe? 

Dr. LANE: We should do that one important thing, procure 
rest, 
eee & STEWART: I believe in rest, I believe in heat, but, my 
dear gentlemen, do we propose to stand idle- simply because | 
a man can’t swallow and do nothing that will help him to 
rejuvenate his heart, that will build up his nervous system, 
that will help him to breathe and cause his heart to act? 
This is a nice man, but he is a crank,—he comes from Kansas. 
I will teil you, sirs, that this question of shock is one of great 
moment. Let us now, for instance, take the case of a man 
who has fallen across a railroad track and has his legs so 
mangled that you know there is no help for him but an 
amputation. Our instructions upon the Rock Island road 
are, if possible, not to operate until the shock has passed. © 
Now there is but a few shreds of tissue left existing upon — 
those injured legs. Should we lay that patient upon the 
table or upon the cot and leave that condition exist? or 
should we take a pair of scissors and separate the remaining 
tissue and place the patient in the proper condition for 
future treatment? What shall we do during the time this 
case exists? Shall we sit there mumbling, with our arms 
folded, and wait for nature, and heat, and warmth, and the 
sun, and everything else to come and settle this question, or 
shall we go to work to alleviate and stimulate this man? [- 
tell you, gentlemen, that I am in favor of the introduction of 


strychnia by hypodermic injection. Strychnia is not a rapid | 


stimulant. It is quiet. It gets there all right. If we want 
a rapid stimulant we have one in nitroglycerine. Now shall 
we make use of, the remedies we have and the methods we 
have at our command and try to do something for these . 
patients, or shall we wait for nature to perform her cures, as 
the gentleman says, by rest? I say no; we have something 
to do, and we must do it then and quickly. 

Dr. J. E. SUMMERS, JR., Omaha, Neb.: I was delighted with 
these two papers, because I know of nothing that [ meet 
which gives me more anxiety than to handle a case of pro- . 
found shock, especially ‘after a serious surgical operation. 


About emotional shock I have nothing to say. As to hemor- 


rhage, if, in the judgment of the surgeon, it has been suf- 
ficient to endanger the life of a subject, the volume lost 
should be replaced in a measure by the normal salt solution. 
I believe that strychnia is abused in cases of shock where 
‘there has not been very much hemorrhage. In those cases 
we have, if we give strychnia in considerable quantity, a 
tendency to an accumulation of blood in the veins, the blood 
leaving the arteries. It is only within a week that I have 
lost two patients suddenly after the intravenous injection of 
normal salt soluiion where there had not been much hemor- 
rhage in one case, and practically none in the other; the 
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blood was in the veins and not in the arteries. They had 
been well pumped with strychnia. In the case where there 
had been some hemorrhage, a venous pulsation was observed 
in the cephalic vein into which the salt solution was being 
introduced. The flow of the salt solution was stopped by 
the resistance of the blood in the vein. Not more that one. 
and one-half pints had been introduced. The man died in a 
few minutes, notwithstanding an attempt to “unload” by. 
opening the vein below the lower ligature. The operation 
had been for the removal of an enormous sarcoma from the 
thigh. In the second case the patient died suddenly after 
only about six or eight ounces had been introduced. This 
had been a difficult and necessarily prolonged abdominal sec- 
tion. I introduce the salt solution in the simplest way possi- 
ble. I introduce it by opening the vein after passing a liga- 
ture above and below, tying the lower one; the upper one is 
used to fasten the end of the glass tube which I introduce © 
into the vein. I introduce it without the introduction of air, 
that is, I try to, and believe I have been successful in this 

respect to date. But I believe, as mentioned by Dr. Lord, 
that the intravenous injection of salt solution where there 
has not been much hemorrhage is dangerous, but may, in 
rare cases, be of advantage if only small quantities are used 
and these are hot. 

Perhaps we have a key to the lessening of shock during . 
and after surgical operations in the use of the new anesthetic 
introduced by Scleich, because the lungs rapidly eliminate 
what has been taken in, the patient comes out of the anes- 
thetic in a very short time. The boiling point of the an- 


- esthetic is so near that of the body temeprature that it takes 


but a very few respirations, after you cease the giving of the 
anesthetic, until consciousness begins to return. There is 
an elimination of the other elements that produce shock. 
For instance, take a patient in the Trendelenburg position. 
If the operation is at all prolonged, cyanosis is common With 
chloroform and ether, especially the latter. Likewise there 
is apt to be an accumulation of mucus in the air passages. 
These conditions are a tax upon the circulatory and respira- 
tory functions and weigh against the patient in reacting from 
the effects of an operation per se. In using Schleich’s anes- 
thetic there is almost total absence of cyanosis and bron- 
chial irritation with its accumulation of mucus. The patient 
passes rapidly under the effects of the anesthetic, from three 
to six minutes being required for surgical anesthesia. [I 
hope that those who have not used Schlesich’s anesthetic will 
do so, and read the recent literature upon the subject. I had 
an opportunity of seeing it used by Dr. Mayer, of New York, 
and used it myself before anything was written of it in our 
American medical journals. My experience to date with 
this anesthetic is confined to thirteen cases, and in al! but 
one it acted like a charm. In that particular case there was 
only a slight bronchial irritation. It was used on patients 
in the Trendelenburg position, and patients in all positions; 
patients for abdominal section; patients for the reduction 
of fractures, and the ordinary every day operations that we 
have to deal with. I have been wonderfully surprised as 
well as pleased with it. There is one form of shock to which 
attention may be called. It is seen after severe injuries, such 
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as railroad accidents and extensive burns. There is great 
restlessness, unusual mental activity, and absence of the ap- 


preciation of danger. I have. never known a case of this 


kind to recover. 


Dr. JEPSON: Shock conditions are induced by three factors: 
First, impressions upon the nervous system, which, as al- 
ready stated, should be properly spoken of as shock; second, 
that disturbance which is brought about by hemorrhage; : 


third, that disturbance which is brought about by the an- 


esthetic. Now, all of them in a sense will bring about con- 
stitutional phenomena, which in a sense are all alike, viz., 
the disturbance of the heart’s action, the disturbance of | 


_ respiration, ete. So much so is this that it is indeed difficult 


for us to differentiate, but I think we should do this if we 


are going to have a proper conception of appropriate treat- 


ment. So much do I believe that hemorrhage applies as a 
factor in these conditions, and also anesthesia, that I doubt 
if but a very, very small proportion of the cases ever die, 
following an operation where an anesthetic is used; that is, 
of true nervous shock; patients do die, but when they die I 
believe it is due to hemorrhage, i. e., loss of blood, or the — 
effects of the anesthetic improperly administered. Now, as 

to the treatment: I believe that it is an improper treatment 
to attempt intravenous injection to bring about a return of 
activity, of circulation in a condition of nervous shock. 
There we have bleeding, it is true, but bleeding into the 
abdominal veins. We have no actual loss of blood, but the 
blood is improperly placed, and the conditions, the normal 
functions, must so be established that the heart through its 


vessels can again pick up this blood and distribute it, re- 


turn it to its proper place. In other words, it is improper 
distribution. In such instances many therapeutics, and rest, 


: can certainly be of service. 


‘Dr. EasTMAN: I am very much pleased at these two papers 
being presented to this society. The papers and the dis- 
cussion have covered in a very thorough manner this sub- 
ject, which is of such great importance to all those engaged 
in surgery. I simply rise to thank the gentlemen for their 
very scholarly papers, and also the gentlemen who have 
entered into the discussion, and especially those who have 
gone to the extremes advocating aggressive treatment and 
conservative treatment. We should have both sides of the 
question presented, as has been done. While I admire the 
bold surgeon, while I admire the active surgeon, whose 
anxieties and activities are displayed immediately after his 
operation in the care of his patient, I also admire him whose 
boldness is tempered by wisdom and who appreciates fully 
this medicatrix naturze, who appreciates fully the great and 
vital importance of securing physiological rest, so that these 
molecular and atomic changes upon which secretion and 
disintegration depend can be cared for and not overwhelmed 
by over-stimulation. I think that the gentleman who was 
characterized as a crank has done us‘a great service in em- 
phasizing that one point, and I am quite sure we need 
“cranks” continually to turn the scale upon these men who 
will jump upon a patient like a blue-jay upon a hill of corn, 
and overwhelm his heart’s action and his nerve centers with 
a hypodermic syringe. 
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Dr. CAMPBELL, St. Joseph, Mo.: While-I was denied the 
privilege of hearing these two papers, yet the discussion has 
brought out, I think, thoughts upon both sides of the ques- 
tion. To begin with, the cause of shock is usually a com- 
bined cause; it is multiple. To say that rest alone is the best 
treatment for. shock, I cannot agree with anyone who takes 
that stand. That rest is absolutely necessary there isn’t any 
question, because any motion that the patient may make will, 
of course, have a tendency to weaken him that much. To 
enjoin absolute quiet is all right, but to say that we cannot 
stimulate a depressed, weakened heart I do not believe. We 
can do that, and one of the best remedies is strychnia. I 
have never yet known strychnia to possess the physiological 


action stated by Dr. Summers. I believe in the case men- 


tioned by him that the great mass of blood in the veins was 
due to extreme shock, and of course, a passive engorge- 
ment of the veins. -Under such circumstances I would not 
use intravenous injection of the normal salt solution, but in 
such a case would use it in the cellular tissue, inject it into 
the breasts and wherever there is cellular structure. I be- 
lieve in the use of nitroglycerine under such circumstances. 
I do not believe when we have extreme shock that strychnia, 
unless it is given in overwhelming doses, will ever do the 


patient any harm. I believe that I have seen the best effects _ 


from strychnia, and I do not believe there is a single remedy 
that will tide a patient over shock as well as strychnia; and © 
furthermore, I have observed that a patient who is suffering 
from extreme shock will stand more strychnia and it will 
have a more beneficial effect than in any other condition. 


The application of warmth, the retention of the animal heat 


in the body, and all of those plans of treatment tend to bene- 
fit the patient and to relieve the shock. 
Dr. WETHERILL, in closing: I am somewhat surprised and 


I cannot say exactly gratified to find the position taken in 
my paper absolutely unopposed. The conservative agency 


of shock has not heretofore, I feel, been conceivable, and I — 
felt that there were gentlemen in the room who did not or 

who would not endorse this position. I was very much in 
hopes they would express themselves. In regard to the 
treatment of shock I do not wish to be construed as being 
an advocate of no treatment, or as one who confines himself 
to the rest treatment alone. I think, as the Boston gentle- 
man, who says that scientific surgery is doing the right thing 
at the right time; conservative surgery is doing the right 
thing at the wrong time. This remark certainly applies to 


the treatment of shock. All I appeal for, all I contend for 


in the treatment of shock is that we shall do the right thing 
at the right time. I think no one would treat shock at the 
right time more vigorously than I would be disposed to do. 

Dr. LorpD, in closing: I have little to add. I want to make 
this observation: A person in reading a paper cannot be 
wholly understood in his position, and I feel, perhaps, that I 
may have been somewhat misunderstood in my consideration 


of the drug treatment. You will recall that I spoke especially 


of the value of the conservation of the body forces,—of rest 
and the preservation of the body.heat. I believe all that I 
said in regard to the value of those particular remedies men- 
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tioned, and I am one of those individuals who ‘pie in 
making the best use of all these means, and that does not 
imply an overuse of strychnia or any other stimulant to the 
harm of the individual, or of any other measure. I do be- 
lieve that we have paid too little attention to the subject, 
and because of our being taken unawares by this serious 
- condition we do things hastily without the proper degree of 
wisdom, and that many of us, even the best of us, overtreat 
many of our cases. The mortality from severe injuries and 
from severe surgical operations will be so high necessarily, 
and many of these cases will be snatched from our hands so 
ruthlessly, and we will perhaps even feel an inadequacy to 
properly handle these cases. I. do not believe that because 
of these sudden deaths from shock that we should fly to the 


_ other extreme and condemn a particular remedy. I think . 


that we should be very careful in making a proper analysis 


of our cases and select with wisdom our remedies, and use 
them with the best effect. | | 


SUPRAPUBIC CYSTOTOMY AS AN AID TO EX- : 
TERNAL URETHROTOMY.* 


Br VAN BUREN KNOTT, M. D.., 
SIOUX CITY, IA. 


In impermeable strictures of the deep urethra 
where, after the most persistent efforts even the pas- 
sage of a filiform is impossible, and when complete 


retention, or even extravasation, of urine render an — 


immediate operation necessary, the performance of 
suprapubic cystotomy and the passage of a sound 
from the bladder to the point of the urethral occlu- 
sion is distinctly advantageous to the successful per- 
formance and perfect result of an external urethrot- 
omy undertaken for the relief of this condition. The 
operation of external perineal urethrotomy without a 
guide is one of exceeding difficulty, and as it is the 
only procedure by which the above mentioned condi- 
_ tion may be treated with any prospect of a good func- | 
tional result, any method which renders it more cer- 
tain of success, with no increased danger to the life 
of the patient, is to be welcomed. Suprapubic cys- 
totomy meets both these requirements, for its em- 
ployment leaves no chance for failure in completely 
incising the stricture, and at the same time, if skill- 
fully performed, materially reduces the dangers and 
difficulties of the procedure and shortens convales- 
cence, 
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In the operation of external urethrotomy, after the 
staff has been introduced as far as the stricture, and 
the urethra opened at this point, we all know what a 
tedious procedure it is to dissect through the urethral 
obstruction owing to the extreme difficulty of recog- 
nizing the urethra from surrounding structures. Here 
the greatest caution is necessary, as, should we deviate 
from the median line, the artery of the bulb may be 
severed or, as has happened more than once, the in- 
ternal pubic may be wounded. These accidents not 
only occasion hemorrhage, which may assume alarm- 
ing, even fatal, proportions, but also interfere with 
the completion of the operation, as the wound is filled | 
with blood, which prevents the recognition of the 
structures. Owing to their location, these vessels are 
ligated only with consideration difficulty, and we are 
often compelled to control hemorrhage by packing the 
wound with gauze, which in several reported cases 
has become displaced, permitting fatal hemorrhage. 
Then I have known the urethra to be opened behind | 
the stricture by an unintentional thrust of the knife 


in the hand of a most skillful operator, when a gush | 


of urine indicating that the stricture had been in- 
cised, the sound or catheter was passed through the 
incision in the urethra anterior to the stricture, and 
over it, outside of the urethral canal, into the recto- 
vesical space, the operator supposing that he was 
following the urethra. This accident resulted in pel- 
vic cellulitis and peritonitis, which nearly resulted 
fatally to the patient. Such a mistake may seem in- 
excusable, but it is one which may be made. Again, 
it has occurred more than once that the operator has © 
failed to follow the urethra from the point of the staff, 
and not succeeded in incising the strictured portion, 
has opened it behind the stricture, establishing a 
perineal fistula, leaving the patient in almost as sad 
a plight as before operation. The rectum has been 
wounded during the search for the urethra that often 
accompanies this operation, and the bruising and 
manipulation of the tissues of the perineum that often 
results from a prolonged operation in this region is 
certainly prejudicial to a good result. Then in those 
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cases where the urethra has ruptured behind the 
stricture owing to the strain upon its walls accom- | 
panying the effort to force the urine through the ob- 
struction, the search for the proximal end of the 
urethra is extremely difficult, and sometimes fruitless, 
so that a repair of the injury may have to be aban- 
—doned. | 
Granting, now, that the perineal operation has been 
_ Skillfully performed and the urethra rendered capable | 
of admitting a good sized sound, the perineal wound 
remains open for a variable time, discharging more or 
less urine, and as, owing to its unfavorable position 
and constant contact with urine, it is almost impossi- 
ble to keep it aseptic, it is a constant source of danger. 
_ Through it the bladder may become infected and a 
purulent cystitis result, or the process may extend 
further, especially if the kidneys are diseased and a 
suppurative pyelo-nephritis ensue. As long as the - 
wound remains open the passage of sounds to main- 
tain the patency of the urethra is attended with dan- 
ger, as, in spite of precaution in the way of aseptic 
instruments and their skillful introduction, the sound 
in passing the wound is likely to become contaminated 


and convey the infection either to the prostatic — 
- urethra or to the bladder, or when withdrawn it may > 


infect the anterior urethra. These accidents would 


be followed by the dreaded urethral chill, and a more | 


or less severe inflammation of the structures so in- 
. fected. These, then, are the accidents which may 
attend external perineal urethrotomy without a guide. 
They do not all occur to every surgeon, and the: fre- 
quency of their occurrence depends not entirely upon 
the skill of the operator; but also upon the conditions 
present in his particular case. While these difficulties 
and dangers attend this operation, and at any time 
one or more of them may be encountered, they may 
be reduced to a minimum, and the occurrence of some 
of them rendered impossible by employing suprapubic 
-eystotomy as an aid to external urethrotomy. The 
difficulty attending the perineal operations forced me 
to adopt some means of making it a more satisfactory 
procedure, and I think the suprapubic operation fur- 
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nishes these. Two cases requiring external urethrot- 


omy, occurring in my practice at about the same time, — 


afforded me an opportunity for testing the merits of 
_ the combined operations as compared with the usual 
method. In the first case I performed the customary 
external urethrotomy, and in the second I associated 
the suprapubic with the perineal operation and then 

carefully noted the progress of each case. I was 
called to see case number one by his attending physi- 
cian, and found him suffering with complete retention, 
and giving a history of having had a stricture of the © 
deep urethra for several years, with steadily increas- 
ing difficulty of urination. For several weeks he had 
been able to pass but a few drops at a time only with | 
considerable effort, and for the twenty hours preced- | 
ing my visit the obstruction had been complete. As, 
after patient effort I failed in introducing anything 
past the stricture, I sent him to the hospital, where he 
was immediately prepared for operation; another | 
effort was made to introduce a filiform under anesthe- 
sia, before proceeding with the operation, but it 
failed; a staff was then passed to the point of stricture 
and the perineum incised in the median line. The 
urethra, being exposed at this point, was caught up 
at either side by a silk thread. Thé canal was oc- 
cluded by a very dense stricture, which occupied al-_ 
most entirely the membraneous urethra. The dissec- 
tion through this mass without a guide was extremely 
difficult, and was rendered more so by the fact that | 
my assistant pulled out the strands of silk placed | 
through the urethra to serve as tractors and guides. 
The urethra again being located, after quite a trouble- 
some search, the stricture was completely incised, a 
soft rubber catheter passed through into the bladder 
and left in, and the wound lightly packed with gauze. 
The catheter was removed after forty-eight hours, as 
it was occasioning a good deal of pain. . This patient 
developed a very troublesome cystitis, which, in spite 
of the most energetic treatment, persisted for about 
five weeks, the perineal wound remaining open and 
discharging a little urine and some very offensive pus. 
During this period, in spite of every precaution, the. 
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passing of a sound to maintain the dilatation of the 


urethra was often followed by a chill and rise of tem- 


perature occasionally to 104°. After causing me a 
great deal of anxiety, this patient made a complete 
recovery and left the hospital seven weeks after opera- 
tion. His urethra now admits with ease a twenty- 
eight French sound. 


Case number two was also suffering with complete 


retention, owing to the occlusion of the urethra by a : 


’ traumatic stricture, the patient about eight weeks 
previously having fallen from a scaffold, a distance 
of about ten feet, alighting straddle an ineh plank. 

For the first forty- eight hours he was unable to pass 

any urine, and the attending physician catheterized 


him. The urine was mixed with blood and, although 


a small, soft-rubber catheter was used, its introduc- 
tion was attended with very severe pain. On the 
third day following the accident he voided urine un- 
aided, and continued to do so until the day before I 
saw him, though with increasing difficulty, the last 
two or three days only being able to pass it in drops. 
His physician put him on the train and sent him to 


Sioux City; when he arrived he had passed no urine © 
for sixteen hours. As, after persistent effort, the 


_ stricture could not be penetrated, he was also sent to 


the hospital and prepared for both the suprapubic and > 


perineal operations. After passing the staff down to 
the stricture and exposing the urethra at this point 
by a free perineal incision, a vertical incision was 
made in the median line directly over the symphysis. 
Owing to the distention of the bladder the peritoneum 
did not appear in the incision, and the bladder wall 
projected into the wound. The urine was removed 
through a small trocar, that it might not gush out into 
the pelvis when the viscus was opened, and the blad- 


der was then opened with an incision about one inch 


in length; a silver catheter, guided by the finger, was 
then passed into the urethra from the bladder down 
to the stricture. Though the cicatricial mass was 
quite extensive, the tip of the instrument could be 


plainly felt through it, and the restoration of the | 


canal through the cicatrix was easily and rapidly ac- 
13 
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complished. <A soft-rubber catheter was then passed 
from the penis and its tip fastened to the tip of the 
one projecting from the urethral opening. The hard 
catheter was then withdrawn, the soft one following 
it into the bladder, where the strand of silk uniting 
them was cut, releasing the metal instrument. The 
soft catheter was left in. The incision in the bladder 
wall was then partially closed with interrupted 


sutures of fine chromicized catgut: a small rubber | 


drainage tube was introduced at the lower angle of 
the parietal wound, the remainder of the incision be- 


ing closed with silk sutures. The perineal wound was _ 


lightly packed with gauze and the patient put in bed. 


He was given three grains each of quinine and salol — 
every four hours, to render the urine aseptic. The _ 


convalescence of this case was remarkably rapid and 
easy. There was no escape of urine from the perineal 
wound, a few drops coming through the suprapubic 
opening, while practically the entire quantity passed 
through the retained catheter. The catheter was re- 
moved on the third day, the urine, with the exception 
of a small quantity which escaped from the supra- 
pubic opening, passing through the normal channel. 


_ There was a slight cystitis present in this case, which 


was speedily relieved by washing out the bladder 
through the wound above the pubis, the solution being 
carried away by a catheter introduced through the 
penis. The subsequent passage of sounds never oc- 
casioned the slightest disturbance, due, I think, to 
the fact that the perineal wound was closed and unin- . 
fected. The suprapubic opening closed the twelfth 

day. Although these cases cannot be said to indicate 
infallibly the superiority of the combined operations, 
as [I have not had an opportunity of repeating the 
procedure, they do show that with the aid of the supra- 
pubic operation we remove most of the difficulties at- 


tending external urethrotomy. First—The danger of 


hemorrhage is removed, as the sound indicates in- 
fallibly the position of the urethra and the extent of 
the stricture, so that every stroke of the knife may be 


made to count, and there is no excuse for the wound- 


ing of any contiguous structures. Second—tThe stric- 
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ture being thoroughly incised, there is no danger of 
making a false passage with the catheter or sound 
into the recto-vesical space with the resulting pelvic 
cellulitis. Third—There is no chance for failing to 
incise the stricture and abandoning the operation, 
leaving the patient with a perineal fistula. Fourth— 
There is no unnecessary manipulation of the perineal 
tissues to hinder prompt and certain union of the 
structures. Fifth—In cases where rupture of the 


urethra has occurred, the tedious and long search for _ 


the proximal end of the urethra is completely done 
away with, as the retrograde catheterization reveals. 
it speedily and accurately. Sixth—The danger of 
urethral chill and infection following the subsequent 
passage of instruments to maintain the patency of 


the urethra is reduced to a minimum. Seventh— 


Cystitis by extension from the perineal wound is ex- 
tremely improbable, and if it does occur may be satis- 
factorily treated by washing out the bladder through 
the suprapubic opening. Eighth—Suprapubic cystot- 
omy, if skilfully performed, does not increase the 
danger of the classical operation for the relief of this 
condition one iota, but rather reduces it,.as even in 
inexperienced hands the mortality rate of suprapubic 
cystotomy is extremely low. 

These considerations seem of sufficient weight to 
warrant the recommendation of this procedure in all 
cases of external urethrotomy without a guide. 


SUPRAPUBIC CYSTOTOMY FOR THE REMOVAL 
OF LARGE AND HARD STONES, HYPER. 
TROPHIED PROSTATES, AND CHRONIC 
CYSTITIS. 


By ARNOLD JOLLY, M. D., 
HAMBURG, IA. 


In presenting this subject for discussion I do not 
claim any originality for the method, but simply 
try in a modest way to show some of its advantages 
over the other routes in dealing with this class of 
troubles, 

It will be needless to enter into the detailed de- 
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-seription of the technique of the operation, as it is 
in all text-books on surgery, yet it is wise to say that | 
every aseptic and antiseptic precaution must be taken | 
to insure the best results. The patient should, if the 
case will permit of the time, be given purgatives or 
saline cathartics for a day or two to thoroughly un- 
load the alimentary canal, followed on the morning» 
of the operation by a sufficient enemata,to thoroughly 
cleanse the lower bowel and rectum. The food all 
this time should be nutritious, yet light and easily - 
digested. 
The most important points to be remembered are 
that where possible the patient should be given ten 
grains of citric acid in a lemonade form three or four 
times a day to render the urine acid which is now 
alkaline (as acid urine is’ usually aseptic), and that | 
the bladder should be irrigated with a 4 per cent. 
solution of boric acid three times a day for two or 
three days before operation. Place the patient in 


os Trendelenburg’s position and insert an air bag or 


colpeurynter in the rectum to lift the anterior redupli- 
cation of the peritoneum well above the level of the 
pelvis, a point of importance worth remebering, as 
otherwise in making the incision it might be wounded. 
Some surgeons do not use the air bag, and I have © 
not for some time, yet I think it best for those of us 
who operate infrequently. — 
We now come to speak of the advantages of this 
operation and we naturally first compare it with the 
operation most in vogue and most highly indorsed by 
the leaders on this subject, that of litholapaxy. If 
you will remember I stated in the title of my paper. 
that this was for the removal of large and hard 
stones. Of course, where there is little or no cystitis, 
no enlargement of the prostate gland, the urethra is 
free of strictures and easily dilated, a small stone, 
or even one of large size yet soft, I think litholapaxy 
would be the choice. But there are frequently cases 
of stones so large and hard that the lithotrite cannot 
engage it in its jaws, and if it could it has not the 
power to crush them. Then, too, in the hands of 
most of us it will be found that the stone cannot be 
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engaged at all, to say nothing of the encysted ones _ 
which cannot be found. If you have never tried to use 
the lithotrite I would advise you to wid it by placing 

a lot of stones in an artificial or a pig’s bladder after 
it has been removed, or a bottle, or even a cadaver, 
and cover them up and use only the touch for assist- 
ance, and sce how many times you can readily engage > 
the stones and crush and then wash the debris out — 
clean, leaving the bladder free from the dangers of 
a reformation, to say nothing of the injury you may 
do to the urethra and adjacent tissues from your in- 
struments. I would say that with the ease and sim- 
plicity of the procedure, the thinness of the tissues 
to be gone through, no blood vessels of any moment 
to be wounded, the more perfect ease of extracting 
stones and the thoroughness with which you 
can scrape out any debris, tumors, find any diverticu- 
lum, scrape and cauterize any ulcers, and when the 
operation is done properly I feel quite sure there is” 
no more shock, and it permts in every case of a thor- 
ough manual and visual exploration of the bladder, © 
and is therefore, if for no other reason, to be preferred 

to the perineal route, when we find that the mortality 
rate is very little, if any, greater, it being about 14.3 
to 14.9 per cent.; and especially when we know that. 
in only about one-third or one-fourth of all the cases 
could the growth of the bladder be reached, or the 
enlarged prostate be accurately dealt with by the fin- 
ger of the operator through the perineal route, that 
often, even when accessible to the finger, it cannot be 
successfully dealt with through the narrowed urethra, 
and that vesicle projections are altogether beyond 
reach for the accurate or careful manipulation. This, : 
with the depth of the cut, and the danger of wound- 
ing blood vessels and nerves, the narrow and dark 
space to work in, the amount of hemorrhage we are 
likely to have if there is any enlarged prostate, the 
- difficulty to control bleeding (which is a serious thing 
to all old people, and to be avoided), the imperfect 
removal of the gland, and the same or greater ten- 
dency towards sepsis as in the high operation, es- 
pecially if the operator has been careful not to make 
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a pocket in the tissues behind the pubes and has made 
his incision smooth and even,—all this, I say, seems 
clear to my mind that the easiest method is the high 
operation, and certainly the more satisfactory one. 
Suprapubic prostatectomy, in my judgment, is the 
operation to be preferred in all those cases in which 
palliative treatment having failed the local condition 
presents signs of increasing rather than a diminishing 
growth, and the removal of the gland is desired. It 
certainly is more easily done than the perineal, and 
as there is seldom any necessity for the removal of the 
entire gland it is easier and simpler. The method l 
use is so simple that almost a novice could use it suc- 
cessfully. The other method or operation to be com- 


pared to this is the removal of the testes and the 


ligation of the vas deferens. It has been my good 
fortune to get two of these cases to try its efficacy on, 
and while I think my patients were benefited, the 


improvement was always slow, and I am quite sure if 


they had not had some other trouble that compli- 


_ cated the enlarged gland I would never have been able 


to persuade them to part with their testicles. One of 
my patients had a neuritis of the testiele and cord, the 
other had suppurative orchitis, I think from the in- 


fection due to the microbes from the cystitis. These 
were benefited and to my surprise the cystitis was 


also relieved. The average case will always decline 
to have their testes removed, as is demonstrated by 
the remarks of an old gentleman in my town, 75 years” 
old, who said when the operation was suggested: 


“No, doctor, when I lose one I want all my organs to 


go together.” But when suffering from a distended 


- bladder it is much easier to persuade them to undergo 


an operation that promises an immediate relief than 
to a castration, which holds out at best a slow recov- 
ery to health. The following is a case operated upon 
with Key’s method of checking hemorrhage, which 
is described fully in the New York Record, Septem- 
ber, 1892. Those upon whom this operation is ncces-— 
sary are often advanced in years and generally worn 
out with suffering, and so exhausted from disease and 


the complications that arise from it, that any steps 
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that can be taken to prevent hemorrhage is of the 
greatest importance, as it lessens shock and danger 
to septic infection. 


In September, 1893, I was called to see Chas. M., 
who was suffering from retention of his urine. On 
reaching him at his boarding place I found a man of 
_ 63 years of age suffering intensely from a distended 

bladder. The organ was apparently distended to its 
_ fullest capacity, as he had not passed urine for thirty- 
three hours. I tried long and faithfully to pass a 
catheter, but every effort proved futile, and not being 
able to gain his consent to operate, I aspirated and 
drew off a large quantity of urine, which gave him 
immediate relief. As he felt so good over the relief 
afforded him I took advantage of the opportunity to 


explore the urethra more carefully, and on passing 


the acorn-pointed bougies I found two strictures of — 


large calibre about the end of the anterior and the 
beginning of the spongy portion of the urethra, and 
on introducing my finger into the rectum could define 
a very large prostate, entirely occluding the normal 
passage. During the following two days I repeatedly 


_ tried to effect a passage with sounds and catheters, _ 


but only the strictures could be passed, and all other 
efforts availed nothing and again had to aspirate. 
After great persuasion all this time, he finally agreed 
to an operation, which was done on the fourth day, 
after a great deal of suffering. The specimen of urine 
aspirated did not show any albumin, and no urea, 
which usually indicates nephritis. So, after the nec- 
essary preliminaries, he was anesthetized with chlo- 
roform, the bladder. opened and explored. I found 
nothing but the hypertrophied prostate, and as he | 
was a reasonably well-preserved and active man, I 
decided to remove the gland, which was done in the 
following way: A straight urethral ecraseur was | 
passed per urethram until the point touched the en- 
larged gland at the level at which it is desired to op- © 
erate. An incision is now made into the mucous 

membrane and the wire loop made to encircle the por- 
tion which is to be removed. The loop is pressed 
down firmly and kept imbedded by two fingers press- 
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ing upon it through the abdominal wound, and guided 
by them the ecraseur cuts in the plane desired. The 


lateral lobes are now removed, one at a time, in the 


same manner. In doing this operation as much of | 
the gland is removed as is causing the obstruction 
and no more, and leaves a smooth surface sloping 
into the urethra instead of the more or less rough 
one that must follow by using the forceps or finger 
to téar the gland away piecemeal. Ordinarily there 
is very little hemorrhage, but sometimes the opera- © 
tion has to be hurried and the ecraseur made to cut 
too fast, or the wire breaks and the gland removed 
otherwise, then it is that Key’s method of checking 


hemorrhage plays such an important part. The tam- 


pon, which I here show you, is made as follows: A. 


square of four thicknesses of gauze, six inches each 


way, is cut; upon this is placed eight thicknesses 
whose sides measure four inches, and upon this eigat 
more thicknesses of three inches square. Just in the 
center of the three-inch square a small white shirt 


button is tied by a double ligature, which is then. 


made to transfix the pad and tie on the six-inch sur- 


face. Each of the corners of the six-inch surface are 


stoutly tied with a piece of silk, the end of which con- 
tains a double knot. To facilitate the removal of this. 
tampon a simple ligature is tied to the little button; 
the pad is now put in place by passing a soft catheter 


through the urethra and tying the ends over a pad 


at the meatus; by so doing the tampon is powerfully 
pulled into the excavation made by the operation, ef- 
fectually checking all hemorrhage. For the removal 
of this pad the threads at the meatus are cut and the 
last string attached to the buttons, and the strings 
fastened to the corners are pulled upon together. 


During the time the tampon is in the bladder it is 


well to have a capillary drainage as well as the tube. 
After the hemorrhage is checked, and the tampon re- 
moved a soft rubber tube, or No. 15 Nelaton catheter, 
is now placed in the bladder through the abdominal 
wound for drainage and held in place by stitching it 


to the sides of the incision, being careful not to let | 


the ligatures pass through the lumen of the tube; 
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stitch up any unnecessary long incision, dress the 
wound well with the ordinary antiseptic dressings, © 
The drainage tube may be long enough to place the 
_ free end into a urinal of some kind, preventing the — 
urine driveling in the bed, and allowed to remain 
until all inflammation has subsided and rest afforded 
the parts through the drainage. After the tube has 
been removed the urine can be drawn off at frequent 
intervals to avoid overflow through the abdominal — 
incision. The wound can be left open indefinitely, 
and drainage carried on for weeks, or even months; | 
generally, however, the wound heals by granulation © 
in from three to six weeks, and the urine passed at 
will through the urethra. It does seem to me that 
the use of the tampon to control hemorrhage, the re- 
moval of such portion of the hypertrophied gland as 
is offering obstruction by means of the ecraseur per 
urethram, gives better advantages than the other 
methods by lessening shock and septic infection. In 
_ such cases as are too weak to stand the shock that fol- 
lows a prostatectomy, the cause of the secondary 
changes, or the result of a long standing enlarged pros- 
tate, such as the nephritis or pyelo-nephritis from a 
distended bladder and pressure upon the kidneys, and 


' gepsis that is sometimes present, the result of a cys- 


titis, our judgment prompts us to desist from any 


. attempt at removal of the gland. It is in these cases 


that the suprapubic operation is so necessary to af. 


_ ford relief by leaving the gland untouched and form- 
jing anew channel for the passage of the urine whose _ 


length is the thickness of the anterior abdominal 
wall, which communicates internally with the blad- 
der and opens externally in the median line just above 
the symphysis pubes. This operation is very simple, 

the time consumed is inconsiderable, the relief af- 
_ forded is almost instantaneous, and the mortality rate 
is not over 3 or 4 per cent. in the hands of skillful op- 
erators. The operation can be done with a local . 
- anesthetic, such as eucaine, cocain, or ethyl chloride, 
when there exists a uremic poisoning, the result of 
the nephritis which contraindicates an anesthetic. 
The artificial urethra being established, it can be 
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used indefinitely by plugging the opening with a small ae 


silver tube, or obturator, the size of a No. 15 catheter, 
which can be made by any reliable instrument maker. 
I sometimes have them made of aluminum, or hard 
rubber. This is held in place with a belt devised 
‘some years ago by a patient of Dr. Hunter McGuire, 
of Richmond, Va. This device effectually holds the 


plug in place when going around, and is convenient 
and comfortable. 


The second case is that of an old man, 72 years of 
age, who suffered long and severely with chronic cys- 
titis accompanied with hemorrhage, and resorted to 
catheterization about every half to two hours apart 
for a month before operation. Being entirely worn 
out by the constant drain and exhaustion from the 
disease he decided to submit to an operation, that 
being the only thing offering any relief. The bladder 
held only two or three ounces before the operation. 
The usual steps being taken, the bladder was opened 
by the high route; the walls were found greatly thick- — 
ened and inflamed. The entire mucosa was scraped — 
and thoroughly cleaned of all its diseased elements 

and a large catheter, No. 15, was inserted for drain- 
age and the wound dressed antiseptically. He was 
put to bed and confined on his back for a week, with | 
the tube running from the bladder to the urinal. He 
was given hot antiseptic irrigations through the ure- 
thra twice a day during his confinement. Almost 
from the first hour after the operation all pain ceased, 
hemorrhage stopped, and the chronic inflamed walls 
began to improve, and in three weeks’ time the blad- 
der was able to be distended to the capacity of six to © 
ten ounces, and he could go for several hours with 
comfort. His fever all subsided and improvement set 
in and in two months afterwards he was walking 
around and going to church and places of amuse- 
ment without discomfort. He had an enlarged pros- 
tate, but on account of his extremely bad condition 
it was not removed, as we did not care to take chances | 
on sepsis, which existed to some extent, and the shock 
that would naturally follow. He is still using the 
artificial opening, but wears a silver obturator to 
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| close it, and it has been six years since the operation. - 


I could mention other cases of a similar nature, but 
I think this is sufficient to show the advantages of 
this mode of dealing with the old and chronic cystitic 
troubles. I will only mention briefly the stone that 
.was operated upon. 

Chas. B., age 37, was admitted to the hospital dur- 
ing my term of service, in May, 1892. He gave the 


history of some urinary disorder for several years 


before his admission to the hospital, with a steady 
increase of the symptoms, but with an occasional in- 
termission of the severe attacks. For some weeks 
before his admission he suffered almost constantly 
with great desire to urinate, pain in the end of penis, 
radiating down the thighs, passing some mucus, pus, 
and blood. Examination showed the ordinary re- 


sults in such cases, and there were no casts. There © 
was great irritability of his urethra. As I had read 


of sterility following operations upon the bladder in 
young men and boys through the perineal route, and 


knowing the difficulty of crushing and evacuating 


calculi from the pouch behind the enlarged prostate, 
through the urethra, the irritation and injury conse- 
quent upon the introduction and manipulation of in- 


struments, and the hardness of the stone would neces- 
sitate a prolonged operation, which would be followed | 


by a greater shock, is the reason why I selected the 


high operation in preference to the other, and I have | 


had no reason to regret it, as I have had the satisfac- 
tion of seeing my patient after a few weeks of rest 
and drainage for the cystitis concomitant upon the 
stone improve and finally regain his usual good health 
and vigor. This stone weighed 652 grains and was 
very hard. 

The next case is one operated upon for tuberculosis. 


Having noticed a few years ago an article upon the | 
medical treatment of tuberculosis of the bladder, 


which suggested rest through the medicine used, and 
knowing as I did the most excellent results from and 
relief by drainage of the bladder, I concluded to try 
upon the first case that presented itself for treatment 
the high operation. I will say, however, that tubercu- 
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losis of the bladder is very difficult to differentiate 
from other troubles of the bladder, and can only be 
positively asserted when a microscopical examination 
reveals the bacilli characteristic of the disease. 

This was a young man, 26 years of age, who gave © 
the following history: He had had occasional trouble 
_ with his bladder for two years; had never had gonor- 


rhea or syphilis; about a month before being admitted 


to the hospital, while passing water, he was suddenly 
- seized with pain in the end of his penis, which in- _ 
creased rapidly, with frequent desire to micturate, 


and passing some blood just at the end of the evacua-— 


tion. These symptoms increased so rapidly that he 
‘sought relief by sitting all stooped over and hugging 
his knees and passing every few minutes a small quan- 


tity of urine with some blood. As no stone could be 


found, although his symptoms pointed toward stone, 

and as the prostate through the rectum presented a 
hard, shotty feeling, with the family history showing 
a. prediaposition to tuberculosis, I made the diagnosis 
of tubercular cystitis, and advised an operation, which 
was done by the suprapubic method, drainage tubes 
put in place, and the bladder irrigated thoroughly 
with pyoktanin solution daily, the strength of which 
was 1-1000. Relief was obtained almost immediately 
and improvement was steady and the wound healed 
after some weeks of persuasion to get him to leave > 
the tube out. 

I wish to call attention to the use of pyoktanin in 

this case as being original; whether the use of it had 
anything to do with bringing about the quick results 
I do not say. I was prompted to use it because I knew © 
of its powerful staining and antiseptic qualities. 1 
-am inclined to accredit the rest.and drainage with 
the beneficial results. I have never operated for tu- 
mors, but can readily see how much easier and more 
perfectly one can be removed when your eyes can 
guide you than when you depend upon the sense of — 
touch through the perineal route, or per urethram, es- 
pecially when it is too large to remove through the _ 
urethra, and located high up in the badder. In all — 

cases where it can be done the cystoscope should be 
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used to aid in making your diagnosis,'as it is a most 
valuable aid im differentiating diseases of the bladder. 
The next case I mention to show how easy it is to 
relieve even the oldest patients from their suffering 
by doing this operation. Mr. R., age 89, was seen by 
me in consultation on the 11th of December, 1894. 
He had a'‘bladder fully distended and very painful, 
as he had not passed his urine for thirty-four hours. 
_ The physician in charge had used the catheter for a 
week to draw his urine off and each introduction be- 
_ Came more and more painful and difficult until finally 
no entrance could be made at all. On examination - 
I found the entire organ very sensitive and edema- | 
tous. I could not effect an entrancé with a catheter, 
and as the old man was suffering fearfully and there 
was danger of his bladder rupturing I urged an opera- 
tion, which was reluctantly agreed to, as the only 
means of relieving him of his pain and danger. On 
the night of the 14th, at 11 o’clock at night, the old © 
gentleman was prepared for the operation, anesthe- 
tized with chloroform, and the suprapubic opening 
made into the bladder. We had no chance of using 
any antiseptic irrigation before the operation and no 
- colpeurynter was used in the rectum nor stitches in 
the walls of the bladder. An immense amount of 
bloody urine escaped when the bladder was opened. 
A Senn permanent drainage tube was placed in posi- 
tion, the wound dressed antiseptically, and the old 
man put to bed. The time consumed in the adminis- 
tration of the chloroform and operation did not ex- 
ceed twenty minutes. He rallied nicely from the 
operation, and with the exception of an interruption 
of the heart’s action two days after the operation, his 
convalescence was uneventful. We did not attempt 
to remové the enlarged prostate, as that was the only 
disease we had to deal with, and as ‘his great old age. 
suggested only a short time to live, we were content 
with forming an artificial urethra for permanent 
drainage. I think this case shows what a blessing it 
is to be able to relieve old men of so great an age even, 
and allow them to live out their allotted time-in peace 
and comfort. It is needless to say that he is very 
proud of his artificial urethra, 
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AIDS TO SUPRAPUBIC CYSTOTOMY. 
By WILLIAM JEPSON, B.Sc., M.D., L R. C.S8. Ep., 
CITY, IA., 


PROFESSOR OF SURGERY AND CLINICAL SURGERY, SIOUX CITY COLLEGE 
OF MEDICINE; SURGEON TO ST. JOSEPH’S MERCY HOSPITAL. 

I feel confident that I will owe many of you an 
apology for presuming upon your valuable time and 
good natures in presenting the result of some investi- 
gations upon aids to suprapubic cystotomy, as some 
of you will no doubt inform me that. you are in need 
of no aid except your scalpel to facilitate this opera- 
tion. My only excuse for presenting this paper is the 
thought that there are possibly members of this so-- 
ciety who are no more skilled in the operative tech- 


nique of epicystotomy than the majority of surgeons 


of our large cities in the east who feel the necessity 
of, and do employ, mechanical aids of some form to 
facilitate this operation. In substantiation of this 
last statement permit me to quote from F. Tilden 
Brown (Annals of Surgery, February, 1897, “Answers 
to Interrogations of Brooklyn, Philadelphia, and New 
York Surgeony’’): 


1. Number using the Trendelenburg position only.. 1 
2. Number inclined to _ without any artificial 
3. Number using only air distention of the blad- 
4. Number who never use Trendelenburg position, 


5. Number who use Trendelenburg position, or some 
- modification, in addition to using some other 


6. Number who never use Peterson’s rectal bag, but 

do use some other artificial aid..............10 
7. Number who use Peterson’s bag in conjunction 

with fluid distention of the bag.............. 14 
8. Number who use water rather than air for vesical 

distention, with or without other aids........23 


In presenting this paper it is not my desire to con- 
sider the relative merits of the various routes open 
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for selection when necessity demands our entering the 

_ bladder for relief of the various pathological condi- 
tions to which this viscus is subject, as each will have 
its exponent under certain circumstances. Suffice it 
to say that the suprapubic route will unquestionably 
so frequently be one of election or necessity with the 
surgeon of to-day that a brief consideration of.tech- 
nique facilitating the operation with safety I trust 
may not be devoid of interest to such as feel at times 
the need of artificial aids. Prior to the investigation 
of Garson and Peterson, epicystotomy was in dis- 
repute with many of the best surgeons of the time, 
owing to the difficulty experienced in reaching the un- 
distended bladder through the limited space presented 
by the cavum Retzii without wounding the peritoneum, 
Probably also to imperfect comprehension of aseptic 
technique, with its serious consequences. Since Peter- | 

gon, in 1880, introduced the rectal bag, with the object 
of projecting the bladder, already filled with water, 
against the anterior abdominal parietes, increasing 
this space, and thus facilitating the operation, its 
area of usefulness has become much extended, making 
it a favorite with many surgeons at present who carry 
out the technique advocated by Peterson in its en- 

- tirety, or slightly modified, or who avail themselves 
of other adjuncts. Of recent years some of our ablest 
surgeons, notably W. W. Keen, A. T. Bristow, and F. 
Tilden Brown, have been led to consider the relative — 
merits of air and water as a medium for distending 
the bladder, and, in my opinion, with most flattering 
results in favor of air. 

Dr. Algernon T. Bristow, in a most able article (An- 
nals of Surgery, June, 1893), entitled “The Use of Air 
to Distend the Bladder in Suprapubic Cystotomy,”’ 
most vividly points out the advantages of air over 
water as an aid to this operation, and from which I 
beg permission to quote the following: 

“While making some experiments upon the cadaver 
with regard to suprapubic cystotomy according to the 
usual method, I injected the bladder with water, hav- 
ing first stuffed the rectum with tow to take the place 
of the Trendelenburg rectal bag. After numerous 
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AIDS TO SUPRAPUBIC CYSTOTOMY. 


By WILLIAM JEPSON, B.8c., M.D., L R. Ep., 
SIOUX CITY, IA., 


PROFESSOR OF SURGERY AND CLINICAL SURGERY, SIOUX CITY COLLEGE — 
OF MEDICINE; SURGEON TO ST. JOSEPH’S MERCY HOSPITAL. 

I feel confident that I will owe many of you an 
apology for presuming upon your valuable time and 
good natures in presenting the result of some investi- 
gations upon aids to suprapubic cystotomy, as some 
of you will no doubt inform me that you are in need 
of no aid except your scalpel to facilitate this opera- 
tion. My only excuse for presenting this paper is the 
thought that there are possibly members of this so- 
ciety who are no more skilled in the operative tech- 


nique of epicystotomy than the majority of surgeons 


of our large cities in the east who feel the necessity 
of, and do employ, mechanical aids of some form to 
facilitate this operation. In substantiation of this 


last statement permit me to quote from F. Tilden 


Brown (Annals of Surgery, February, 1897, “Answers 
to Interrogations of Brooklyn, Philadelphia, and New. 
York Surgeons”): 


1. Number using the Trendelenburg position only.. 1 
2. Number inclined to operate without any artificial 
&o. Number using only air distention (of the blad- 
3 
4. Number who never use Trendelenburg position, 


o. Number who use Trendelenburg position, or some 
— modification, in addition to using some other 


6. Number who never use Peterson’s ‘rectal bcs but 
do use some other artificial aid..............10 
7. Number who use Peterson’s bag in conjunction 
with fluid distention of the bag.............. 14 
8. Number who use water rather than air for vesical 
distention, with or without other aids...... a 


In presenting this paper it is not my desire to con- 
sider the relative merits of the various routes open 
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for selection when necessity demands our entering the 
_ bladder for relief of the various pathological condi- 
tions to which this viscus is subject, as each will have 
its exponent under certain circumstances. Suffice it 
to say that the suprapubic route will unquestionably — 
so frequently be one of election or necessity with the 
surgeon of to-day that a brief consideration of.tech- 
nique facilitating the operation with safety I trust 
- may not be devoid of interest to such as feel at times 
the need of artificial aids. Prior to the investigation | 
of Garson and Peterson, epicystotomy was in dis- 
repute with many of the best ‘surgeons of the time, 
owing to the difficulty experienced in reaching the un- 
distended bladder through the limited space presented 
by the cavum Retzii without wounding the peritoneum, © 
Probably also to imperfect comprehension of aseptic 
_ technique, with its serious consequences. Since Peter- 
son, in 1880, introduced the rectal bag, with the object | 
of projecting the bladder, alreauy filled with water, 
_ against the anterior abdominal parietes, increasing 


this space, and thus facilitating the operation, its — 


~ area of usefulness has become much extended, making 
it a favorite with many surgeons at present who carry 
out the technique advocated by Peterson in its en- 
_tirety, or slightly modified, or who avail themselves | 
of other adjuncts. Of. recent years some of our ablest 
surgeons, notably W. W. Keen, A. T. Bristow, and F. 
Tilden Brown, have been led to consider the relative 
merits of air and water as a medium for distending 
the bladder, and, in my opinion, with most flattering 
results in favor of air. 
Dr. Algernon T. Bristow, in a most able article (An- 
nals of Surgery, June, 1893), entitled “The Use of Air 
to Distend the Bladder in Suprapubic Cystotomy,’ 
most vividly points out the advantages of air over 
water as an aid to this operation, and from which I 
beg permission to quote the following: 

“While making some experiments upon the cadaver 
with regard to suprapubic cystotomy according to the 
usual method, I injected the bladder with water, hav- 
ing first stuffed the rectum with tow to take the place 

of the Trendelenburg rectal bag, After numerous 
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trials, I found that after dilating the bladder with ten 
ounces of water, that not over one-half an inch of 


space could be expected to intervene between the © 
symphysis and the peritoneal fold, no matter how 
great the distention of the rectum. Yet in the dis- 
secting room, in many more cases than I can remem- 
ber, I had, by means of air, readily lifted this fold so 


_ that two or three inches of bladder wall rose above 
the symphysis uncovered by the peritoneum and avail- 


able for an incision, and this without anything in the 
rectum whatsoever. 


‘The advantage of air over water, as set forth in the 
foregoing, in itself, I think, should be sufficient to lead | 


to its constant employment when any form of disten- 


tion is desired; but many other advantages, hardly 
second in importance to that already indicated, have 
been pointed out to the above authority, and upon 


_ whose writings I have largely depended in the prep- 


aration of the following resume: 


The first desideratum in distention of the bladder 
preliminary to epicystotomy is increased accessibility 


of that viscus, so as to minimize the liability of injury 
to the peritoneum. Air has been shown both experi- — 


mentally and practically to afford this to a greater de- 


gree than water. First, because air, owing to its | 


buoyancy, will render the bladder of lighter specific — 
gravity than its surrounding media; hence it will rise 
out of the pelvic cavity and be approximated to the 


anterior abdominal wall to a degree commensurate 
with its normal attachments. While water, on ac- 
count of its ponderability, must of necessity cause the 
bladder to gravitate to the most dependent part acces- 
sible, so that its anterior wall would only become 
approximated to the abdominal wall after its general 
distention had crowded it beyond the pelvis, or it is 
lifted forward by distention of the rectum. 

The second desideratum (but certainly not second as © 
to importance) has reference to the safety of the pro- 
cedure employed, for, as is well understood, the - 
diseased bladder is very liable to present conditions 
which will make it liable to rupture upon being dis- 
tended by whatsoever means employed. This cer- 
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tainly is a real danger, and one most likely to be 
encountered where distention is apparently most 
- needed. This danger, I believe, may be considered as 
dependent upon one or more of the following factors: | 


- First—Diseased condition of the bladder with thin- 


ning of its walls, the amount of which can only be 
guessed at. | 


Second—Through the distending force 1 we employ 
being illy regulated and over coming the resistance of 
the bladder, with resulting rupture, or through the 
distending medium being fixed in the bladder by oc- 
cluding the urethra, as is generally done, so that strug- 
giles of the patient or contraction of the bladder sub-— 


_ jects the distending medium to increased pressure, 


with the result of rupture, and in the event of water 


being used this danger is largely increased through | 
its non- elasticity. 


Third—After rupture (if through that ‘sidan of the 
bladder covered by peritoneum) of the distending 
- medium being expelled into the peritoneal cavity and 
probably exciting peritonitis, through with 
it septic material from the bladder. _ 

As already stated, the first factor is not within our 
control, but I believe the other two are, and if this be 
true it must certainly minimize the risk which our 
patients incur from this source. In placing the last 
two factors under our control I deem it of highest 
importance that we employ an amount of force which 
shall not be in excess of the presumed resistance of 
the bladder and that it be so regulated as not to per- 
mit the intravesical tension to rise above this, while 
~guch media for distention should be used as will 
further lessen the liability to rupture or minimize its 
dangers when occurring, and with this object in view 
air again seems to be a much more suitable agent than 
water, because, as pointed out by Bristow, air being 
compressible while water is not, there is less liability 
of leading to rupture. On the other hand, water by its 
own weight, eight to ten ounces, might possibly in- 
duce rupture through this fact, which could not result 
from the use of air. Further, if the bladder were 


14 


>. 
» 
a. 
y 
4 
? 
= 
hae 
> 
} 
« 
4 
z ‘ 
& 
re. 
~ 
‘ 
j 
5 
5 
4 
~ ‘ 


WESTERN SURGICAL AND GYNECOLOGICAL ASS’N. 


i oe ruptured into the peritoneal cavity and water was 
_ 4 used for distention it might possibly infect the same, 
_ which sterilized air would not be nearly so likely to 
do, and this, it seems to me, is of importance. 

7 To Keen belongs the credit of first advocating and 
using filtered air to determine as to the existence of 
a rupture of the bladder (Annals of Surgery, July, 
1890), as well as having done the first suprapubic 
cystotomy, using air in the place of water, according 
to the suggestions of Bristow (Annals of Surgery, | 

June, 1893). With such authoritative recognition of 

the merits of air as 4 medium for bladder distention, 

why is it that it has not found greater favor among 
surgeons? Permit me to quote from F. Tilden 
Brown’s article on “Air Distention of the Bladder” 

pe (Annals of Surgery, February, 1897), which, I think, 

a to a great degree gives the clew: “Despite such oc- 
casional authoritative statements regarding air dis- 
tention of the bladder, it seems to be receiving very 
tardy recognition, and it is to be noted that the con- 

_tributors of the articles on genito-urinary subjects in 

all the recent surgeries and hand-books of reference de- | 

a tail Peterson’s method and barely allude to air, its 

simpler, safer, and more effective substitute. It may 

_ be that the want of some ready and reliable contri-— 
vance for throwing air into the bladder had been the 
main cause of its tardy acceptance. In attempting to 

throw air into the bladder with a Davidson’s syringe © 

| others may have had the same experience as my own, 

i ~ namely, that the valve of the syringe, which worked 
perfectly with water, would, at frequent intervals, in — 

- attempting to pump air, fail to respond to the pressure 

_ of this lighter medium, unless the valves were held in | 
a way to be aided by gravity at the same time. I be- | 
lieve that the small double-acting bicycle pump will 
prove the most convenient for bladder inflation. 

In considering the matter of devising means of 
readily and efficiently distending the bladder with air 
it appeared to me that any method employed must be 

- possessed of the following essentials, namely, that the 

force used for impelling the air into the bladder be 

Bil susceptible of regulation and determination as to the 
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amount used, so that it should not be in excess of © 
what the bladder might be presumed capable of with- 
standing, and as an aid to this that the amount of air 
impelled into the bladder should be easy of determina- 
tion. Further, that the air be not rigidly confined in 
the bladder, but susceptible of at least partial dis- 
placement when causes such as already referred to. 
would increase the tension upon the medium and 
otherwise have a tendency to rupture the bladder. 
These conditions, I believe, are in a large measure met — 
by the simple device: which I here exhibit. I say 
simple, because any one of you can easily construct it 
for yourself the same as I have this one, except the 
stand, for which an ordinary irrigating stand can be 
substituted: all that is needed being two glass irri-— 
gating bottles, glass and rubber tubing, all of which 
— ean be procéred of any village apothecary, and it can 
_be manipulated quite as easily as a fountain syringe. 
You will observe that it consists of a stand having 
two movable platforms, upon which rests the two bot- 
tiles used, which are graduated by ounce marks for 
— easy determination of their contents. Each have a 
spigot at the bottom, by which the two are connected 
by means of a properly fitting tube about three feet in 
length, which has a clamp for closing the tube. One 
of the bottles is filled with water, the other bottle is 
fitted with a rubber cork, air-tight, and fixed suf- | 
ficiently rigid to withstand the pressure. The cork 
has two perforations, into which are fitted two small 
glass tubes, to one of which is attached a rubber tube 
of sufficient length to connect with a gum catheter 
‘introduced into the bladder. The connection between 
this tube and the catheter I make with the glass por- 
tion of a medicine-dropper, which may be packed full 
of sterilized cotton, which will filter the air before its 
entry into the bladder. (Keen used cotton over the 
end of the syringe and Brown a special constructed 
filter.) The other fitting I connect with the pressure 
gauge, in this instance the U glass tube filled with 
mercury graduated to show pressure used per square 
inch, and which has been accurately determined. 
The advantage of using this gauge being that one will 
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be guided more by the pressure used, the normal blad- 


receiving about ten ounces of air under from one- 
| 7 half to three-fourths of a pound pressure per square © 
| inch, and if only five ounces were received under that 
| pressure we would suspect hypertrophy of the bladder | 
| wall, with its possible attendant sacculation, and con- . 
Bea sequently know that we are treading upon dangerous 
— ground and desist in further distention. The use of 
| 
| 
| | | 
ait | 
hall this pressure gauge is certainly not essential, but | 
a will, when used,. largely lessen the danger of rupture. 
an | will briefly describe its practical use. I first irrigate | | 
| | the bladder thoroughly with a Theirseh or other solu- 
} i} tion, aS may be indicated, after which the bladder is | 
| emptied, the catheter (soft gum) is left in site, a rub- 
= ber band being slipped about the penis to retain the 
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catheter. The platform upon which rests the bottle 
No. 1, containing the water, is now elevated ahove the 
other about eighteen inches, the clamp upon the rub- 
ber tubing connecting the two bottles opened, and the 
water permitted to enter the lower until the point at | 
which the graduating of the bottle begins. The con- 
nection between the two bottles is now closed and the 
connection between the bottle (No. 2) containing the 


air and the bladder is now made by inserting the glass _ 


tip (No. 3) into the catheter. The clamp is again 
opened and not closed until the operation is over, for 

if this is done the air will be rigidly confined in tie 
bladder with increased danger of rupture. When the 
_ required amount of air has entered the bladder, de- 
termined by observing the amount of air displaced (I 
- have used about ten ounces) or pressure employed 
- which is deemed safe (possibly -not over three-fourths 
of a pound to the square inch), the platform contain- 
ing the bottle No. 1 is. permitted to descend till the. 
force of the bladder and the column of water are 
equal, easily observed by the fact that no more air is 
being displaced, the platform is fixed, and the opera- 
tion may be proceeded with. Let me state, that such 
of you as may try this method may observe, as I did 
in my first case, that the bladder, through its contrac- 


tion or contraction of the abdominal muscles, may _ 


expel much of the air, which will, of course, find its 
way into the bottle, only to return as these forces 
cease to act. The outline of the bladder can easily be 
determined by the tympanitic percussion note when — 
thus distended. I have used this method of distend- 
ing the bladder in two suprapubic cystotomies for 
vesical calculi, the first of which was operated upon 
in March, 1897, and the other recently. In both of 
_ these instances the results were all that I could have 
wished for and the advantages which appeared to me 
to result from its use were: | 

1. Those of air in general depending upon its physi- 
cal characteristics, as has already been pointed out. 

2. The apparatus affords a simple, efficient, and cer- 
tain method of forcing the air into the bladder. 
_ 3. The force employed is under perfect. control, 
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easily regulated, and the amount used tas) deter- 
mined by the gauge. — 
4, The amount of air which has been forced into the 
bladder is readily and accurately determined. ~— 

o. The air is maintained in the bladder under 
equitable pressure, but not rigidly confined. | 

These last three I deem of much importance, as 
largely minimizing the dangers of rupturing the blad- 


der, and if rupture should occur it would olan its 
dangers. | 


I might cite the advantages of having a dry wound 
in place of a lot of water flowing out of the bladder 
and obscuring the field of operation till mopped up. 

In conclusion I must admit that possibly I have 
overestimated the advantages of this method of facili- 
tating epicystotomy, as well as the efficiency of the 
apparatus which I have presented for its accomplish- © 
ment, and the lessened dangers which are presumed 
to result from its employment as compared with 
methods at present in vogue, but this I leave with 
you to ascertain, knowing that, if it be deemed. worthy 
of your investigation, it will ere long have been placed 
to such crucial tests at your hands as shall determine | 
its true value. 


DISCUSSION. 


Dr. W. W. Grant: I have but little to Say in regard to these 
most excellent papers. In the first place, I can see no advan- 
tage in sterilized air over sterilized water. I think no one in 
this country perhaps is more justly entitled to the considera- 
tion of the profession in this respect than Dr. McGuire, who 
has probably had an experience second to none. I saw him two 
years ago, saw him operate in his own hospital in Richmond, 
and was a long time with him. He invariably distends a 
bladder with sterilized water through a soft catheter, and 
then distends the rectum with a water bag, which will lift 
the bladder up, and he then operates. I have seen him op- 
erate with one instrument alone, and that is a scalpel. The 
entire operation is practicaly bloodless. 

Dr. SHELDON: There are two points which were not touched 
upon by either Dr. Jolly or Dr. Jepson, both of which I have 
found advantageous. One is that for several days prior to the 
operation to give my patient salol, give the salol until the 
urine is almost entirely or thoroughly aseptic. I think it 
leaves the bladder in a much better condition than anything 
else that I know of. The other thing that I have found advan- 
tageous in these cases is to do the operation at two different 
times; first cutting down to the bladder, packing it, and allow- 
ing granulation to take place, and then on the fourth or fifth 
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day the secondary operation, which prevents any infection, 
which we do sometimes get, provided we have a septic bladder. 
The apparatus that the doctor has shown here I think very 
much of. Still, I have always use the sterilized water, antisep- 
tic water, and: have never met with any unfavorable results. 
Dr. JoOLuy, closing: There is nothing for me to say further. 
In answer to Dr. Sheldon’s suggestion, salol is a good remedy. 
I suggested citric acid, which in my hands has given the same 
results. The use of air, as Dr. Grant has stated, is no more 
_ efficacious than the use of water in dilating the bladder, and 
is aseptic. In the cases I spoke of we operated without an 
- opportunity to use either the citric acid internally or the anti- 
_ septic waters in the bladder or the air to dilate. They were 
impermeable to anything. The method of operating at two 
sittings might do where we had a patient that we could con- — 


_ trol absolutely and the surgeon had plenty of time and wanted 


to prolong the case. I see no special advantages in such ac‘ion 
as that, except where there is a violent sepsis, and if you 
can enter the bladder and wash it out you do away with that 
anyhow, and there is no advantage to be gained by the delay. 
Dr. JEPSON, closing: In the first place I want to say that 
any bladder which is the subject of a cystitis is not suscepti-_ 
ble of being thoroughly washed out with water so that you 
can’t further inject it with water and have that water with 
impunity driven out into the peritoneal cavity; and in the 

second place I will say it is not possible for septic micro- 
organisms to find their way into the air and when that air 
is expelled into the peritoneal cavity be expelled with it. 
Now, that is a simple fact of physics, and a fact known to 
every bacteriologist. Now as to there being any advantages 
of air distention over water distention, I will ee to every 
eerie to determine for himself. 


OPERATIVE TREATMENT OF CANCER OF THE 
RECTUM. 


By D. 8. FAIRCHILD, M. D., 
CLINTON, IA., 


PRESIDENT WESTERN SURGICAL AND GYNECOI. OGICAL ASSOCIATION. 


The operative treatment of cancer of the rectum —— 
naturally involves two propositions: First, some form © 
of resection of the rectum, and second, an iliac colos- 
tomy as a means of prolonging life and adding com- 
fort to a patient already doomed. 

Cancer of the rectum is a very common affection, 
and cases of this disease will fall under the treatment 
of almost every physician. Medical treatment is cf 
but little avail and these cases must necessarily be 
considered from a surgical standpoint. As they 
come under our observation we may divide them into 
early and late cases. Under the head of early cases 
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may be included those in which the disease is confined 


to the mucous membrane, or mucous membrane and 


intestinal walls without involvement of other organs 


or parts, or to cancerous + polyp! springing from rectal 
walls. | 
In its early stages’ carcinoma of the rectum. may 
bé recognized as a hard tuberous mass projecting from | 
the mucous membrane, which, being irritated by the 


passage of feces, ulcerates snd forms a foul excavated 


ulcer. The cancer tends to grow from the periphery | 


and extends around the bowel, and as it develops as 


a thick, hard mass it narrows the rectum and reduces | 
the passage so much as to seriously interfere with 


defecation or to completely obstruct the bowel. In 
some cases the cancer, instead of forming a localized — 


mass, infiltrates the submucous tissue and muscular 
walls and extends to the peritoneum, pelvic connective 
tissue, prostate, or vagina. Ulceration in this variety 


| generally occurs early. In one case the cancer may _ 
penetrate the wall of the rectum, while in another it © 


will form large and exuberant masses, blocking up 


the intestine and even protruding beyond the anus, 


and in another case it may be restricted to a narrow 
area of the bowel and remain indolent for a long time. 
The pelvic and lumbar glands are first involved, then 
the glands lying in the course of the external iliac 
artery. If the skin of the anus becomes infiltrated | 


the inguinal glands become infected. Secondary de- 


posits may appear in the liver, lungs, kidneys, and 
bones. 


The Meoieiie of cancer of the rectum should be 


easily made, if it is located within reach of the exam- 


ining finger. Yet I have seeri a number of cases in 
which the mistake was made of regarding this dis- 
ease as hemorrhoidal. In the early stages the patient 


himself may regard the pain and bleeding attending 


defecation as due to the presence of piles, and not 
seek medical advice until the suffering, particularly 
at the time of defecation, becomes too great to be 
borne any longer, or even until it becomes very dif- 


-fieult to have a bowel movement on account of the 


obstruction caused by the growing mass. I have in 
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mind several cases of this kind; in one case the pa- 
tient had not had a satisfactory movement for three 
weeks, and the bowels became greatly distended. 
On consulting his family physician an examination 
revealed a complete obstruction of the rectum, which 
was filled with a cancerous mass. I saw the patient 
in consultation the next day, when it was found that 
a large probe could be passed only with difficulty. 
_ An iliac colostomy was at once resorted to. In an- | 
other case the bowels, with only a history of an occa- 
sional attack of constipation, became greatly dis- 
tended with gas and feces which could not be dis- 
charged by injections of glycerine and turpentine or 
by such cathartics as was deemed safe to employ. 
_ It is true that small quantities of gas and feces were 
passed, but not enough to give any decided relief. 
This condition continued in varying degrees of Sse- 


verity for nearly three weeks, no vomiting occurred _ 


except when the stomach became distended with — 


_ fluids, or when efforts were made to move the bowels. 


A rectal examination revealed nothing. Through the 
vagina nothing pathological could be discovered save 
a somewhat enlarged left ovary; some fluid was dis- 
covered in the abdomen. The patient’s general health 
was somewhat impaired, but as she was 50 years of | 
age and undergoing the menopause, it was thought 
that her illness was due to this fact, as no local cause 
could be found. It became clear that a chronic ob-— 
struction existed of a slowly developing character, 
the exact nature of which could not definitely be deter- 
mined. The case came under my notice as a consult- 
ant. With the assistance of Dr. Owens, of Chicago, 
and Drs. Templeton and Richmond, of Ames, I made | 
an exploratory abdominal section. There was no 
peritonitis, but the intestines were distended to an 


extreme degree. We rapidly extended our inquiry to _ 


the beginning of the sigmoid flexure, where we found, 
just below the left iliac crest; the intestine completely 
surrounded by a cancerous mass which appeared to 
primarily spring from the pelvic wall and extend 
downwards to almost within five inches of the rectum. 
It appeared to Dr. Owens and myself practically im- 
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possible to resect the intestine or remove the large — 


mass, therefore an abdominal opening was made in 
the left iliac region, a loop of the descending colon 
about four inches above the mass was stitched into 


the wound. The median abdominal wound was 


closed. The patient bore the operation well. At the 
end of forty hours, the distention being so alarming, 


I applied some additional reinforcing stitches and © 
divided the intestine transversely. A large quantity 
of gas and liquid feces escaped. The patient experi- | 


enced great relief, but a few hours later became rest- 


less and delirious and died eighteen hours later, or 


fifty-eight hours after the operation. _ 
Some years ago I was called a considerable distance 


by a physician in excellent standing in his community 
to operate on a case of hemorrhoids which was caus- 


ing great distress on defecation. An examination 


revealed an extensive cancerous deposit in the rectum 


which was inoperable. Nothing was left for the sur- 
geon to do but to make a left iliac colostomy. In an- 
other case of the same character I was called in con- 


sultation the day before the attending physician had 


arranged to operate on the supposition that he was 


treating a case of hemorrhoids. No operation of any 


character was undertaken and the patient died in due 


time of cancer of the rectum. Other cases of a similar 
nature could be mentioned. 


The treatment of cancer of the rectum or anus by 
resection, where the disease has not extended beyond 
the bowel wall, has been, in a general way, Ssatisfac- 
tory. While the percentage of permanent cures may 


be small, in a much larger percentage of cases the 


disease has not returned for one, two, three, or four 
years. Even in cases where return has occurred in 
from one to two years, great comfort has been ob- 
tained for the patient and life has been prolonged. — 
My first case was operated on thirteen years ago. 
At that time she was suffering much pain and hemor- 
rhage, particularly at the time of defecation, and had 
become much emaciated and weakened thereby. I 
resected four inches of the bowel. In bringing down 


the intestine the stitches uniting the intestine to the 
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skin suffered so much tension that some of them 
gave way and the bowel failed to unite evenly to the 
external parts. For several months the patient was - 
greatly inconvenienced on account of want of con- 
trol over the movement of the bowels. In the course 
_ of a year considerable improvement occurred in this 

respect, until at last the patient was able to manage © 
the matter without serious difficulty. The patient 
is still living and enjoys a fair degree of health. 
Microscopical examination revealed a cylinder-celled 
epithelioma. In this case the lower two inches of the 
rectum was not involved and a Kraske operation 
would have given a more elegant result. This opera- 
tion at that time had not been practiced. 

In January, 1895, a man was referred to me with a. 
carcinoma of the rectum. He was much emaciated 
and debilitated from six months or more of suffering. 
He had been the rounds, and was some time in the 
hospital at Kansas City. His case had been regarded 
as inoperable by those whom he had consulted. An 
examination revealed an irregular cancerous ulcer, 


with thickened borders, and also independent nodular 


growth occupying the anterior right lateral surfaces 
of the bowel. The painful condition of the diseased 
_ structures rendered it impossible for me to determine 
without an anesthetic if the disease involved the 
prostate or other structures. I sent him to Agatha 
Hospital and next day administered chloroform. The 
examination showed that the disease commenced one- 
half inch above the anal border and extended up 
about two inches, but did not reach beyond the rectal 
walls. Two days later I made a thorough resection | 
of three inches of the gut. The proximal end could 
be separated from its connective tissue relations suf- 
ficiently to easily permit the intestines being brought 
down and stitched to the skin. The union was com- 
plete and satisfactory, although somewhat slow on 
account of the impossibility of maintaining an aseptic 
condition. The man improved greatly in every respect 
and returned to his home in a neighboring town and | 
attended to his ordinary farm duties. I examined 
him fifteen months later. He stated that he had done 
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a man’s work in the field all summer. He had had no | 
sign of returning trouble. He had moderate contro! | 


_ over the action of his bowel, but the demands of na- 


ture were imperative and must be attended to at once, 
and he could not wholly avoid some soiling of his 


clothing. On introducing the finger into the rectum 


I could find a slight constriction which readily gave 


- before the pressure of the-examining finger, an ap- 
parent effort at a conservative action on the part of | 
certain circular muscular fibres to form a new sphinc- 
ter. At the end of two years the disease was found to_ 


have returned to such a degree that very great diffi- 


culty was experienced in getting anything to pass and | 

life was a serious burden to him; in fact, his whole 
time was employed in securing a very unsatisfactory 

emptying of his bowels. A left iliac colostomy was 


now made, which added great comfort to the remain- 


_ing six months of his life, notwithstanding the great _ 


inconvenience the operation entailed. -At that time I 


made the following note in connection with the case: 


“In cases of cancer of the rectum, where the disease 
cannot be successfully removed, I am clearly of the 
opinion that it is the duty of the surgeon to advise a 


colostomy with the view of prolonging life and les- 
sening the suffering of the patient. The passage of 


irritating feces over the cancerous surface will, in the 
majority of cases, cause great suffering and hasten 
the growth.” 

I am now obliged t to confess, after a larger experi: 
ence in cases of colostomy, that I do not look upon 
the operation with as much favor as formerly. While — 
I acknowledge the limited field for its employment, — 
as, for instance, in cases of serious obstruction from. 
the growing mass, when great distress is experienced 
in emptying the bowels and when it is necessary to 
secure an artificial opening to obtain a degree of com- | 
fort during the remaining few weeks or months of 
life, I do not feel that I can recommend this procedure 
in cases where there is no obstruction and where 
the object is only to preserve the parts from the irri- 
tating contact of the bowel contents, as was at one 
time so much in vogue. It is exceedingly doubtful 
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if life is in this way prolonged or any comfort added > 
to the patient’s existence. The hopelessness of the 
operation and the condition which results from it 
are very depressing elements, and should be avoided 
if possible. : 

Operative treatment in cancer of the rectum has 
been so disappointing that many surgeons question 
the advisability of resorting to removal on the ground 
that unless the dissection is extensive enough to reach 
with great certainty all tissues invaded by cancer | 
cells the operation is not only useless, but may serve — 
: to materially shorten the patient’s life. 
The field for operative treatment of cancer of the 
rectum must from necessity be limited. The cases — 
selected will be those in which there is no extensive 
involvement of neighboring glands or of tissues out- 
_ side the intestinal walls. When we have certain rea- 
son to believe that there is extension beyond these 

limits, no operation should be undertaken, except in 
~ eases in which there is such a degree of obstruction 
as to render the patient’s remaining days a period 
of extreme suffering, when an iliac colostomy may be 
made. When it is clear that the disease is confined 
to the intestinal tube alone a resection may be made 
with as much prospect of good results as when other 
parts of the body are affected. It is generally granted 
that operations for cancer should be sufficiently thor- 
ough and extensive to reach all tissues that may Ppos- 
sibly be infiltrated with cancer cells, even in the 
slightest degree; hence, if an operation ie made on the 
reetum for this disease it should be as radical as pos- 
sible. If the disease occupies the lower end of the 
rectum—just inside the sphincter and involves the 
sphincter itself—a simplé resection will be sufficient, 
dividing the bowel safely above the growth and loosen 
the rectum sufficiently -to bring it down and attach — 
to the skin. If, however, the peritoneal attachment 
is such as to make this impossible without bringing 
too much tension on the stitches, anchor it as low 
down as possible. If the disease is well above the 
sphincter some form of a sacral resection will be 
better, as giving more room, and will enable the sur- 
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-geon to see more clearly what: he is doing, to control 


hemorrhage more completely, and to secure the ad 
vantage of sphincteric action. The sacral operation 


has brought within reach of the surgeon cases in 


which the disease was formerly regarded too high up 
for operative procedure. For this reason the mor- 
tality per cent. has increased over the perineal opera- 


tion, but it includes more serious cases, some of which, | 
no doubt, were not well selected. The mortality of 


sacral resections is now from 20 to 25 per cent. No 
doubt this will be reduced by more perfect technique 
and more judicious selection of cases. 

In considering an operation not only must the ex- 


tent of the disease be taken into account, but also the 


general condition ‘of the patient, as age, weakness, 


and especially the state of the kidneys.. This applies — 
to all operations, for no doubt many deaths assigned 
to shock are probably due to rapid septic intoxication 


in subjects more or less debilitated. 
When the operation is decided on, the question of 


providing a surgically clean field will come up. To 


render the intestinal canal aseptic is, of course, im- 


practicable. The administration of the usual intes- 


tinal antiseptics are of little value, for the obvious 
reason that they cannot reach the affected regions in 
sufficient strength to influence the actively septic 
focus in the rectum. Cathartic agents which will 
clear effectively the intestinal tract are indicated, but 


they should be used with a due regard for the condi- 


tion of the patient, otherwise harm may be done by 
inducing exhaustion. Sulphate of magnesia or sul- 


phate of soda are most suitable. Thorough washing 


out of the rectum should be empolyed, and Dr. Ed- 


ward H. Taylor, of Dublin, in addition to this, recom- | 


mends dilating and curetting the rectum as affording 


a more thorough means of obtaining a clean condition. 
of the rectum. A preliminary iliac colotomy is ad- 


vocated by some surgeons as affording the best local 
condition for resection of the rectum. It is insisted 
that a colostomy made some days before resection 
is undertaken will render the chances of union of the 
intestines better and lessen the danger of sepsis. Dr. 
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Taylor, in his article in the Annals of Surgery for 
April, 1897, objects to this procedure on the grounds 
that it involves delay, increases the severity of the 
operation by reason of the colostomy itself and the 
subsequent closing of the artificial anus, and further, 
the fixing of the intestine will interfere with pulling 
down of the organ for attachment in the Kraske op- 
eration. This latter appears to me to be the most 
‘serious objection offered. 

The form of sacral resection selected will depend 
largely on anatomical considerations. The chief ob- 
_ ject of this preliminary procedure being to obtain suf- 
ficient room to reach the diseased rectum and remove 
it and secure attachment with the section below, 
Kraske’s method is to make a definite resection of the 
sacrum. The operation is briefly this: The patient 
lies on the left side, a median incision is made, com- 
mencing about the middle of the sacrum and ending 
Just behind the anus. The back of the sacrum and 
coccyx having been exposed, the tissues are separated 
from them on their left border, the coccyx disarticu- 
lated, and a portion of the left side of sacrum is re- 
moved. The line of bone section takes a curved 
course,- beginning below the third sacral foramen, 
arching inside the fourth, and terminates at the lower 
border of the fifth sacral vertebra. In freeing the | 
rectum Kraske tried to avoid opening the peritoneal . 
cavity, but he found that if it were opened the sub- 
sequent drawing down of the intestine was rendered 
easier. Hochenegg, of Vienna, modified the opera- 
tion somewhat by removing more of the sacrum and 
thereby obtained more room by a different incision. 
Bardenheur, in order to get more room, cut the bone 
across below the third sacral foramina. This involved 
a destruction of the fourth pair of sacral nerves, and 
unless care was observed the third pair was also im- 
plicated. This would be unfortunate, as it would 
involve the sphincteric function of the rectum. 
Heinecke advocated the preservation of the bony 
fragments by cutting the sacrum transversely below 
the fourth foramina and then made a second section 
from the tip of the coccyx to meet the horizontal one, 
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The bony flaps were then retracted, the diseased seg: 
ment of the intestine removed, and the two healthy 
ends sutured in front. Roux made his incision in the 


shape of the figure 7, commencing in the middle line 
just behind the anus and extending backwards it fol- 
lows the right border of the sacrum to the level of the 
sacro-iliac articulation, separating the tissues from | 
the bone. The horizontal limb is directed across the 


middle line below the third sacral foramina, the bony 


flap is turned toward the left side and held there by 


a temporary suture. Rehn and mydygier adopted | 


substantially the same procedure. ) 
Following again the opinion of Taylor, it appears 


_ that the permanent removal of the coccyx and a part 
of the sacrum destroys completely the posterior sup- 


port of the levators and together with the muscles 
leaves the pelvic fascia and sacro-sciatic ligaments 
relaxed, although the subsequent scar tissue may help 


to form a point of support. It sometimes happens, — 
however, that repair is preceded by suppuration, 


rapid atrophy of the muscles, and the pelvic organs 
and the rectum are deprived of support. 

Some of the disadvantages of the temporary flap 
operations are the possibility of the bone not being 
properly nourished and necrosis following, also that 
the bone may close the wound too completely, so that 


inflammation may extend from the intestines and lead. 


to suppuration, which may become diffused, attack- 
ing the bone, leading to necrosis. It is claimed fur- 
ther that it does not give sufficient room. When, 


therefore, it appears necessary to obtain more room 


to reach the intestine and neighboring glands a defi- 
nite sacral resection may be made. In all these opera- 


tions it is better not to open the peritoneal cavity if 


possible, but if the cancer is situated high up in the 
rectum it may be impracticable to avoid doing so on 
account of the difficulty of bringing the divided end © 
down to make a practicable attachment. If the peri- 


toneum is opened, the cavity should be at once pro- 


tected by gauze sponges and as soon as the intestine 
is drawn down sufficiently unite the peritoneum by 
catgut sutures. A very important point in these 
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operations is the fixing of the divided intestine in such | 
a manner as to secure the function of the sphincter 
muscle. Many methods have been employed with 
varying results. The facility with which union can 
be obtained in. other parts of the intestinal tract can- 
not be reached here on account of the fact that we 
cannot appose peritoneal surfaces: Circular rector: 
_ rhaphy has nearly always failed. The Murphy button 
does much’ better, and when there is a sufficient 
amount of rectal tissue to prevent tension it answers 

in excellent purpose. Of course one of large size. 
- must be used, and even at best there is some danger 
of stricture from contraction. Heinecke split the 
lower end down to the anus and connected it in front 
only with the upper end. A better method is that 
of Mouolonguet. He removes the mucous membrane 
_ from. the lower segment down to the anus, exercising 
care not to injure the external sphincter. and then 
draws down the upper end and sutures it to the ex- 
ternal sphincter. When this cannot be successfully 
done the end of the amputated rectum may be best 
‘sutured into the sacral wound. 

The several points in operations on the rectum may 
be summarized as follows: 

_ First—lIf the cancer is situated low down and in- 
volves the anus, a simple resection of the rectum 
should be done, dividing the intestine at a safe point 
above the growth, and suture it to the skin. If it. 
cannot be brought down sufficiently to do so, anchor 
it as low down as possible. 

Second—lIf the cancer is above the sphincter, make 
a Kraske operation in preference, but if in a given 
case it is thought best, on account of a desire for — 
more room, a higher resection, as a Bardenhauer, 
may be made, or if there is a special reason for it, 
a temporary resection. 

Third—In a case of sacral. resection attach the 
proximal end of the rectum in the most practical way, 
either by a Murphy button, or still better, if possible, 
by the Mouolonguet method, or if this cannot be done, 
stitch at some point in the sacral wound. 

Fourth—If opening of the peritoneum can be 
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avoided, the danger is much less. If the opening of 


the peritoneum cannot be avoided, protect the perito- 


neal cavity by gauze sponges and then close the ang 


toneum by catgut sutures. 
Fifth—Avoid a preliminary iliac colotomy, unless 
the patient’s general condition is bad and some pre- 


paratory treatment is necessary. Even if this opera- 


tion is made an aseptic condition cannot be obtained 
and the fixing of the intestine in the abdominal wound 


will interfere in subsequent bringing down of the in- 
 testine. 


Sixth—An iliac colostomy may. ‘be done as a means 


of rendering the last days of the patient more com- | 
_fortable when the rectum is so nearly occluded by the | 
cancerous mass that it is impossible to obtain a move- _ 
ment of the bowels, or only with great difficulty, 


I am, however, obliged to confess from my. Own . 


limited experience that the operation has not been 
attended with very brilliant results so far as perma- 
nent cure is concerned. As much might be said per- 
haps for all operative procedures for carcinoma 
wherever found; out of a whole number of six cases 


of cancer of the rectum operated on by me by the 
various methods of resection, only: one has made a 
permanent recovery. Of the five which recovered 
from the operation the average length of life has been 
two and one-half years, enough improvement over the 
let-alone treatment to warrant the employment of 
operative procedure, leaving out of consideration the 
improvement in the general condition of the patient. 


REPORT OF THREE CASES OF INTESTINAL 
SURGERY. 


By M. H. EVERETT, M. D., 


LINCOLN, NEB. 

The peritoneum has a peculiar property that is 
shared by no tissue of the body except the other 
serous membranes. The lives of many people are 
saved annually from the fact that the opposing sur- 
faces of these membranes adhere when strongly irri- 
tated. Often has the surgeon seen the gauze used to 
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dam off the pus cavity so strongly held by the ad- 
hesions of the intestines that considerable force would — 
_have to be used to loosen it by the time the operation | 
was completed. It is this property that makes suc- 
cessful operations on the intestines possible. 
The following cases of intestinal surgery occurred 
during the summer and fall of this year, and were 
the only ones met with in my work during the time — 


mentioned: 


Case I.—Mrs. R., colored, about 54 years of age, 
was seen on Monday morning, June 28. She was in > 
great pain and vomiting stercoraceous matter, with a 
pulse of 120, and a temperature of 100.5°. A swelling 
- was in the right femoral opening as large as a hen’s 
egg. She had first noticed a swelling in that region 
about six months before, but it had never given her 
trouble except some slight pain. On Friday night 
she was seized with vomiting, severe pain in the re- 
gion of the swelling, which soon increased in severity. 
She was seen by two medical men on Saturday and 
Sunday, who were said to-have pronounced her 
trouble appendicitis. On my visit early Monday 
morning I had her removed to the hospital and oper- 
ated at once. From the severity of her symptoms I 
concluded that death of the bowel had supervened, 
and was prepared to resect it if it should be necessary. 
On opening the same it was found to contain a knuckle © 
of intestine that embraced about four inches of gut. 
This was black and did not regain its color after the 
neck of the sack was enlarged. The intestine was 
brought down until healthy surface appeared and 
six inches was excised. The Murphy button was used 
to approximate the ends. After putting one part of | 
the button in place and tying the gathering string, 
it was found that the intestine was swollen and thick- 
ened on one side, and fearing that good approximation | 
could not be made, about an inch more of the gut was 
removed. The parts were then joined, and after 
washing the exposed intestine it was dropped back, 
the sack dissected out, and the wound closed. The 
patient made an uninterrupted recovery, and passed 
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the button in twenty-six days. Care was used in clos- 
_ ing the wound to make a radical cure of the hernia. 
Case II.—The report of the next case I approach 
with a good deal of diffidence, as it is the report of a 
case of appendicitis. So much hasbeen written 
about this disease that I am sure it must be something ~ 
of more than ordinary interest that will warrant pre- 
senting the report of a case of appendicitis to this 
association. The conditions present in this case were 
unique in my experience. F. M., clerk, aged 34. 
Eighteen months ago in the middle of the night he 
was awakened with a sharp pain in the right side of | 
the abdomen. This was soon followed by vomiting, 
and, the pain increasing, a physician was summoned. 
The pain and vomiting soon subsided and the patient 
-was able ‘to resume work in the afternoon of the next 
day. Six months passed by when another attack, 
more severe, but of similar character, caused him to 
remain away from his work for three days. The at- 
tacks now returned with greater frequency, until not 
‘more than six weeks’ interval separated them. On 
one oceasion he had to remain in bed two weeks and 
had high fever, very severe pain in right side of abdo- 
men, and obstinate constipation. When he presented 
himeelf to me he was able to do his work with some 
difficulty and was in dread of a return of his trouble. 


The thermometer revealed a rise of temperature of a 


degree and a half above normal every afternoon, and 
a point of tenderness that could be covered with the 
end of the finger was present one and a half inches 
‘above a line drawn from the umbilicus to the anterior 
superior spine of the ilium and about midway be- 
tween. The walls of the abdomen being thin, an 
opening not more than an inch and a half was nec- 
essary to bring out the appendix, after breaking up 
the very slight adhesions that were present. The 
appendix was found to be about four inches long and 
rather more than half an inch thick. The cecum be- 
ing unusually mobile, no difficulty was found in bring- 
ing it out of the small incision in the abdominal wall 
along with the appendix. Projecting into the intes- 
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tine from the opening of the appendix was a growth 
about an inch and a quarter in diameter. It was not 
movable and seemed to be continuous with the in- 
testinal wall. Several large glands in the mesentery 
of the appendix were plainly visible. I confess I was 
not able to tell the nature of the growth from inspec- 
tion, and knowing that that part of the intestinal 
canal was a favorite seat of malignant growths, I re- 
moved the end of the gut and appendix, going wide 
from the growth. The intestine was closed with the 
-Czerny-Lembert suture, dropped back into the abdo- 
men, and the abdominal wall closed with through 
and through silkworm gut sutures. On examination 
the tumor was found to contain a large fecal concre- 
tion, one inch in diameter,—it lay just under the 
mucous membrane of the bowel, which was greatly 
thickened. The cavity in which it was contained 
communicated with the appendix just inside of its | 
opening into the bowel. The appendix contained 
. about a dram of pus, was inflamed, and had several 
points of ulceration. The first half inch of its mucous | 
membrane had been replaced by a firm cicatrix that 
considerably narrowed the lumen. The cicatrix 
showed where the original bed of the concretion had 
- been, which, though ulcerated, had dissected up a 
new bed for itself in the walls of the bowel. The 
patient left the hospital in two weeks, and. soon re- 
sumed work and has been free from pain since. 

the most unpromising conditions 
will occasionally be followed by recovery is exempli- 
fied in the following history: W. H., aged 13 years, 
was out hunting with another boy. While in a tree, 
about twenty feet from the ground, he was struck by 
a rifle ball, 22 calibre, that had previously struck a 
limb, and, glancing, entered the abdomen about an 
-inch below the left anterior superior spine of the 
illum. The boy was able to climb down and ride in a 
buggy to his home, four miles away. He received his 
wound at 3 p. M., and I saw him the next morning at 

the request of Dr. Deck, of Bennet. The wound had 
been probed to the depth of four inches. He was com- 
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plaining of considerable pain. The abdomen was 
somewhat distended, hard, and painful. Tempera- 
ture 100.5°, pulse 180. He had not vomited, neither 
had the bowels moved. He was brought to Lincoln, 

twenty miles, and the abdomen opened at 12 o’clock, | 
twenty-one hours after the injury was received. The 
bullet had traversed the cavity from left to right, and 
made six perforations in the small intestines. The 


bullet, from its contact with the limb of the tree, had 
been flattened, consequently the wounds of the intes- 


tines were ragged, and much larger than a bullet of 
22 calibre would ordinarily make. The last perfora- 


tion in the right side was very small. The bullet, 


after entering the intestine, had evidently remained 


on the inside and its force had been expended in mak- 
ing this last small perforation. The portion for a 
considerable zone around the perforation was ecchy- 


motic. The intestines were found intensely red and 
inflamed in all parts, covered with bowel contents, 
and in some places with plastic exudate, and about 
a pint of serous exudate of a milky appearance was 


present in the abdomen. The cavity was washed out 


with a hot normal salt solution, and the perforations 
closed with the Czerny-Lembert suture, the cavity 
again washed thoroughly with the salt solution, and 
closed with interrupted silkworm gut. A glass drain- 


age tube was carried down into the pelvis and was 
_ removed forty-eight hours later, when drainage 
' ceased. The pulse was about 160 when he was car- 


ried from the table, very little blood yas found in the 
cavity, and but little lost in the operation, but never- 
theless, from the necessary manipulation of the intes- 
tines, shock was profound, from which he soon 
rallied, however. He had several unexpected bowel 


movements through the night, and as no instructions 


had been given the nurse to look for the bullet, it was 
lost. The temperature reached normal the next 


morning, and he returned home at the end of three 
weeks entirely recovered. In closing the perforations 


care was taken, to not unduly diminish the calibre 


of the intestine. The colon as well as the mesentery 
escaped injury. 
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WHAT THE GENERAL PRACTITIONER CAN DO 
IN TREATING THE DISEASES OF WOMEN. _ 


By JOHN R. SCOTT, M.D., 
CLAY CENTER, KAN, 


It is not my intention to enter upon an exhaustive 
treatise on methods in medical gynecology. I shall 
‘leave that to older and wiser heads. But the mariner, 
although hé may be. sailing in but a small vessel, finds 
it possible to point out the dangers lurking along a 
treacherous coast. So I propose to mention some — 
| things which all can do and which some of us fail to — 
do in treating ane errs pelvic diseases in 
women. 
There are certain well: defined rules in the diagnosis 
and treatment of all diseases which many physicians 
fail to recognize in their management of that class of. 
diseases generally designated as “Diseases of 
- Women.” Recently, while in Chicago, I proposed to 

a practitioner of fifteen years’ experience that we visit 
the woman’s clinic. He said to me, “I know all about 
that. Itis cut and sew up, or analy iodine and cotton 
tampons. Professor A uses boroglyceride and Pro- 
fessor B’s hobby is ichthyol in glycerine. That is” 
everybody’s treatment. One can learn nothing in 
there.” There are too many physicians who are prac- 
ticing with this idea, that the treatment for diseases 
of women is either a surgeon’s knife or a blind follow- 
ing of routine applications of astringent and detergent. 
remedies. To the man who thus practices medical 
gynecology, and who confines his diagnosis to “ulcera- 
tion of the womb,” “falling of the womb,” or a “mis- 
placement;” the treatment is indeed routine, and he 
can learn nothing in a gynecological clinic. A diag- 
nosis is to be as patiently worked out and the causes 
as carefully sought for in these cases as in those of 
any other class. The disease is often difficult to dis- 
cover, and the causes which produce it obscure. Re- 
peated examination and careful questioning may be 
necessary to arrive at a correct conclusion. To the 
physician who individualizes his cases and clears up 
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the uncertainties the cotton tampon and detergent 


application become a power for good. Diagnosis is 
the first object to be attained. Next, the cause is im- 
portant; for if the cause is removed the case is half, 
nay, sometimes altogether cured. In their nature 
some cases are purely surgical, and a diagnosis is nec- 
essary to determine this fact. Then all the medical 
treatment should be directed along the line of prepar- 
ing the patient for the operation; since to treat a case 
of this nature without clearly stating the facts to the 
patient is to act the part of a quack. Perhaps the pa- 
tient’s relations in life, or her social condition, are a 
bar to successful treatment. In such a case, if these 
conditions cannot be altered, the fact should be stated 
in lucid and concise language that a cure need not be 


expected. 


To most women “female webdiness” is an appalling 
thing. To an overworked woman, with a pain in her 
back and a deranged stomach, a suggestion of womb _ 
trouble is all that is necessary to create a belief in her 
mind that the disease already exists; and she thus be- 
comes a chronic frequenter of the physician’s office. 
It is not so easy, however, by a mere suggestion to re- 
store her mind to a healthy condition. Suggestion 
is a powerful agent in the treatment of functional 
troubles, but one must be sure there is no pathological 
bar in the conditions or both physician and patient 
will be disappointed. In no class of patients has 
Christian Science, so called, made such rapid converts 
as among those women who are troubled with func- 
tional diseases, or among those who are the victims 
of what some would term “reflex conditions.” These 
conditions are sure to be found in women who are 
convinced they have “womb trouble.” To such the 
doctor can give positive assurance of recovery, if he 
possesses the confidence of the patient, and will 
achieve a speedy cure. But if a cystic ovary, a pus 
tube, or some allied condition, lie back of the trouble, 
such a course will be folly and a damage to the doc- 


| tor’s reputation, without beneficial results to the pa- 
tient. Ignorance of even the rudiments of sexual 


hygiene is responsible for much of the trouble with 
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the reproductive organs. It is clearly the physician’s 
province to impart knowledge where it is needed and 
not to wait until he ia called to treat a disease. It is 
often necessary for a physician to anticipate results 
when he is called to a family. Suppose, for instance, 
he is called to a mother with growing daughters. She 
is diseased because she has violated the laws of her 
being ignorantly. The healer of disease should im- 
part the knowledge which will enable her to teach her 
daughters to avoid her mistakes. I am well aware that 
lack of intelligence, in many cases, will render this 
course of action difficult. But it does not relieve the 
doctor from the responsibility of imparting such a 
modicum of truth as the mother can understand. In 
gynecology, as in other realms of medicine, prevention 
is the better mode of combating disease. So I am led 
to speak in this paper on a subject not discussed much | 
in medical literature, viz., “The Attitude of the Phy- 
sician to the Relations Existing Between the Sexes.” 
A large number of women—as far as my observa- 
tion extends, a majority of women—believe that man 
in his sexual life is an animal whose passion must be 
gratified at all times and under all conditions, regard- 
less of their likes or dislikes. I blush for my sex when 
I say that a large proportion of men share in and act 
on this belief. I readily admit that man’s passion is 
the more readily aroused and the more active. The 
male is the aggressor always in all relations of the 
sexes. Women would hate and men despise a crea- 
ture fashioned in the likeness of man without his at- 
tributes—aggression, force, power—call them what 
you will—the qualities of manliness; but unless the 
male mind is wrongly educated no such idea as I have 
stated ought to prevail. From early boyhood, the 
male, by his surroundings, and later by his associa- 
tion with men who are impure in thought if not in life, 
gets impregnated with an idea of woman’s sexual life 
which prevails only among women of the town. He 
therefore grows up with the belief that women are sen- 
sual to an unwarranted degree, and that the sexual act, 
which should be looked upon by him as pure and right, 
is associated with the baser side of his nature. I 


‘ \ 4 
te 
4 
4 
Sar 
; 
' 
f. 
An 
> 
7 
‘ 
t 
ah, 
. 
Fak. 
~~ 
ae 
at 
* 
‘ 
Mo 
% 
aul 
“ail 
. « 
> 
33 
% 
“ily 
4 
) 
4q 
ae 
va 
a 
#3 


934 WESTERN SURGICAL AND GYNECOLOGICAL ASSN. 


hold, and this applies to both sexes, that not one of | 
Nature’s laws can be broken without disastrous re- 
sults, near or remote, following. - Hence, when the. 
sexual act is indulged in to gratify the animal in man, 
perhaps stimulated to greater activity by drugs, with- — 
out mutual attraction and the ready acceptance of the 
possible results of such an act, the individual’s moral 
tone is lowered. Particalarty is this the case when > 
one or both parties to the act indulge with the de- 
liberate intention of avoiding natural consequences. 
Then it is on a level with drunkenness and gluttony. 
A man or woman might better cheat, lie, or steal; for 
a reaction will come that will be as disastrous to a 
person with moral instincts as that following the in- — 
dulgence in masturbation, and we have all seen its 
bad effect hoth on mind and body. We all know how 
unhappy the lives of women are who find no enjoy- 
- ment in the sexual act, and who only acquiesce from a 
sense of duty. Many such cases are subjects of mel- 
-ancholy and their physical health is often in as poor 
condition as the mental.. Then, too, there is the class 
whose passions are awakened but never satisfied be-— 
cause of the rapidity with which the male reaches 
the climax. These all are cases where mankind has a 
right to expect that the conservator of health shall 
give instruction and also become a conservator of 
peace of mind and of morality. 
Do we as physicians do our full duty in this regard? 
Do we take the same serious view of a broken natural 
law that the legal fraternity takes of statutory infrac-. 
tions; or that the moralists take of outraged morals? 
I know some of us do not. I have been in crowds too 
often where the doctor seemed to outdo all his asso- 
ciates in the recital of his exploits with women. On 
one occasion I heard a doctor—a leader in his profes- 
slon—make this answer when some of his boon com-— 
panions proposed a visit to the tenderloin district of 
his city: “Not much! I am six weeks behind at home 
now.” Another, on a like occasion, said: “Ob! there’s 
- nothing fresh enough in town.” Do you suppose 
those men had a good influence on the morals of this - 
community? Quite the reverse, I assure you. They 
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are more likely to tell the young man that a bad cold 

is worse than gonorrhea and advise him to let the 
girls alone for a while—not to prevent the spread of 
the disease, but that he may be cured. I do not be- 
lieve a doctor should countenance the idea that it is 


_ necessary for young men to sow wild oats, as long as 
_ a large per cent. of woman’s diseases are the result of 


specific infection. Sowing wild oats is a_ prolific 
means of spreading venereal diseases. Many a 
woman has had months of suffering and undergone 
a surgical operation because her husband had carried — 
In his person a source of infection which he had ac- 
quired while sowing his wild oats. It is a doctor’s 
- place to relieve suffering in saint or sinner; but he 
- must also prevent disease by every possible means. I 
also believe that everyone who goes into a doctor’s 
‘office suffering from a venereal disease should go out 
feeling safe from exposure, but also feeling that he 
has committed such a crime against society that ex- 
posure could add nothing to the disgrace. I do not 
think physicians are worse than other men; but they 
should be better. 
I believe that as the morals are improved. by moral 
suasion, by education along sexual lines, and by point- 
ing out to every young man who comes to us infected 
that he has committed a crime against the honor of 
man and the virtue of woman, the per cent. of pelvic © 
diseases will be perceptibly lowered. Venereal dis- 
eases should be dealt with as other contagious dis- 
- eases are; but the relation of the doctor to the patient 
prevents quarantine, isolation, and danger signals. Si- 
lence is a duty we owe those who intrust their. secrets 
to us, but we owe a duty also to the innocent who may 
suffer by our patients’ moral deflection and its very 
unpleasant but not unlooked for results. We shut 
our eyes too much to results of this very prevalent dis- 
ease in young men and softly swear under our breath 
when we are confronted with a case of pelvic trouble 
undoubtedly due to specific infection. We denounce the 
man then in our hearts, when he should have been read 
a moral lecture in the office of the doctor who cured (?) 
him. I do not think I am an extremist, but I believe 
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that this phase of the subject belongs rightly to the 
- field of preventive medicine, hence comes fairly under 


the subject I have chosen. If we, as a class, had the 
moral stamina which we should have we could limit 
very materially this: form of moral obliquity and its 
attendant evils, thereby effectually preventing dis 
eases which we can only imperfectly cure. | 


BURSITIS.OF THE KNEE. 
By N. C. MORSE, M D., 
ELDORA, IA. 


Anatomists concur in the statement that a bursa ~ 


consists of a thin wall of synovial membrane or con- 


nective tissue, forming a sac or pouch whose cavity 
contains synovial fluid, and that these burs are found 


- placed between surfaces that move upon each other, 
their object being to diminish friction and afford pro- 
tection to the integument or tendons of muscles, as 


they play over bony surfaces. It is the general belief 
or supposition that these burs, when located near a 
joint, communicate with the joint cavity, or that they 
are a continuation of, or but reflected portions of, the 
true synovial membrane of the joint proper, “hernia 
synovia,”’ as Bryant calls them. The desire to demon- 
strate the fallacy of this belief is my apology for bring- 
ing this question before you. 

According to Gray, the normal burse of the knee 
joint are distributed as follows: 


(1. The prepatellar (found between 
the integument or skin and the 
patella). 

2. Between the upper part of the 
tuberosity of the tibia and the 

Anterior, 3....4 ligamentum patella. 

| 3d. Between the lower part of the 
tuberosity of the tibia and the 
integument, at or about the in- 

-sertion of the ligamentum pa- 
tella. 
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{ 1. One beneath the tendon of the 


To these should | quadriceps extensor, at or about 
be added... .4 its insertion to the upper and | 


anterior surface of the patella. 
| 2. The Subcrureous bursa. _ 
( 1. One beneath the outer head’ of 
the gastrocnemius. 


Upon the outer x 2. One above and 
pide, 4.5... { 3. One beneath the external lateral 
ligament. 
4. One beneath the tendon of the 
popliteus. 
( 1. One beneath the inner head of the 
| gastrocnemius. 
| 2. One beneath the insertion of the 
Inner and tendons of the sartorius, graci- 
posterior lis, and semitendinosus. 


surfaces, 5..} 3- One above and 
4. One beneath the tendon of the | 
semimembranosus. 
5. One between the tendons of the 
 gemimembranosus and of the 
Semitendinosus. 


Of all these burse a very careful dissection of sev- 
eral different subjects has clearly demonstrated that 
only those located near the tendons of the gastrocne- 
mius muscles and the one beneath the tendon of the 
popliteus, between it and. the condyle of the femur, 
any joint connection. 

Gerster contends that the bursa of the quadriceps 
tendon is formed by a fold or extension of the synovial 
membrane into the suprapatellar space.—(Gerster’s | 
Surgery, p. 243.) In the revised Gray it is stated that 
sometimes there is a small opening between this bursa 
and the joint, but so far as I have been able to deter- 
mine the two are separate and distinct, the bursa 
being above and separated by a thin layer of fat and 
connective tissue. 

Supernumerary burse may develop in places where 
the skin, fascia, muscles, etc.. are subject to continual 
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pressure and friction, particularly over bony prom} 
—(Tillman.) They develop from the soft con- - 


ub 


ective tissue and form by degrees into a-complete Sac 
with smooth walls and endothelium, and containa 
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mucoserous fluid—(Hygroma.) Thus Gruber discov- 
ered eighteen in the parts around the knee, and Vel- 
peau found fourteen burs on the dorsum of the hand. 
_ Of the various named normal burse the prepatellar, 
the tibial, the quadriceps extensor, the posterior or 
popliteal, and the subcrureous are of special impor- 
tance to the surgeon, as they are frequently involved in 
an acute or subacute form of inflammation depending 
upon trauma, occurring in football, baseball, and 
other athletic performers asa result of forcible flexion, 
_ severe concussion, twisting or bruising of the limb, or 
the result of lorie continued pressure and irritation | 
upon the patellas, as noted and frequently seen in the 
housemaid’s or devotional matron’s knee. (The draw- 
Ing marked No. 1 is intended to show the position of © 
_ the normal burse (somewhat enlarged) of the an- 
terior and interior portions of the knee.*) It is well © 
to recollect, however, that any one of these bursa may 
become the seat of inflammation, and a remembrance 
of their position will often enable us to explain many 
apparently mysterious and painful affections that oc-_ 


cur in this locality, as well as prevent confusion ila 
diagnosis. 


Acute bursitis of the knee is always accompanied : 


with more or less severe local and general symptoms, 
pain, heat, redness, and swelling of the part or bursa 
involved, with general pyrexia. The pain in violent 
cases is often intense, usually with nocturnal exacer- 
bations, in many cases the symptoms being identical 
with those of true synovitis or gonarthritis. Hence 
bursitis is not unfrequently mistaken for these affec- 
- tions; in fact, some of our writers refuse to recognize 
any distinction (Wyeth), while Bryant admits he was 
often puzzled over these cases, until he had read a | 
valuable paper on this subject by Morrant Baker (St. 
Bartholomew’s Hospital Report, 1887). 

It is but fair to presume that 65 per cent. of the so- 
called cases of traumatic synovitis of the knee are in 
reality cases of bursitis (by synovitis -I desire to in- 
clude gonarthritis, periarthritis, phlegmon, etc.), at | 
least in their incipiency; although in neglected cases 

* Manual of Anatomy, by Edmund Owen, | 
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the inflammatory action may spread from simple con- 


tinuity of tissue or bursting of the bursa to the sur- 
rounding tissues and finally involve the joint. The 
inflammation may resolve into a more or less consoli- 


dated tumor, terminate in suppuration, or assume a 


chronic form. The secretion of fluid into the sac is 
usually rapid, and the tumor becomes well defined, 
elastic, as well as painful to the touch, and if suppu- 


-ration results we also have marked edema locally with 


general systemic infection. . It should be remembered 
that a normal bursa is capable of great distention, the — 


prepatellar and quadriceps especially may contain as 
-_much as ten to thirty ounces of fluid. 


Diagnosis.—American surgeons do not seem to 


agree upon this subject of bursitis for the reason they 


have failed to give the matter proper attention; hence 
we are indebted to our German brothers across the 


sea, Gruber, Tillman, Weigert, Neumann, etc., for — 


much of our present knowledge of this distinct affec- 
tion. “Bursitis acuta” ordinarily runs but a short, 
characteristic course. Where the fluid accumulates 


rapidly into the bursa, there is always heat, pain, sore- - 


ness, and swelling, with constitutional disturbance in 
proportion to the local manifestations. Not infre- 
quently the pain is very acute, but after a few days 
the pain becomes less intense, the reverse of syno- 
vitis or arthritis, though the soreness and swelling 
will remain until restitution is fully established. In 
this class of cases, including the subacute and chronic 


forms, the diagnosis is comparatively easy, but in the 


more acute or violent cases it requires a very careful 
examination to prevent confusion, and an early recog- - 
nition of a bursitis may save the patient much suffer- 
ing and possibly prevent joint infection. | 

Where the prepatellar bursa is involved, there is 
usually a well-marked, well-defined, fluctuating tumor, 
and if very much distended the patella cannot be felt 
except by deep. pressure; in other words, the fluid is 
entirely anterior to or above the patella, the bone be- 


ing in its normal position. Whereas in synovitis with — 


effusion the patella is found floating or pushed for- 
ward from its normal position, for the reason that the 
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fluid in true synovitis collects or forms between the 
trochlea or under surface of the patella and the joint, 
_ thus displacing the patella forward. Again, in syno- 
_ Vitis, by Erichsen’s method of grasping the front of 
the lower part of the thigh with the flat of the hand 
and laying the fingers and thumb alongside of the 
_knee-cap, the fluid, even in small quantities, may be 
made to bulge on either side of the ligament or be 
forced back through the joint into the popliteal space. 
Bursitis of the quadriceps extensor is distinguished — 
from synovitis by being plainly limited to the anterior 
and upper surface of the leg, and fluctuation being 
above and not through the joint, the final test, which 
is applicable to all burs, being careful but firm | 
pressure over the tumor, which, if there be any opening 
into the joint, will diminish in size corresponding in 
amount to the quantity of fluid displaced or forced 
into the joint. The large bursa which normally lies 
between the inner condyle of the femur and the head 
of the gastrocnemius muscle is more frequently en- 
larged than any other of the popliteal burs. Its — 
origin is normally upon the inner side, under the long — 
tendon of the biceps, but as the tumor increases in size 
it becomes central and pulsation of the popliteal ar- 
tery may cause it to be mistaken for an aneurism. By 
slightly flexing the leg upon the thigh, an aneurism 
would become more defined, and its pulsations more 
marked. In burse the swelling becomes less distinct. 
Where the prepatellar bursa is inflamed and the sac 
becomes greatly distended, it not infrequently hap- 
pens that the inflammation extends to the quadriceps 
extensor bursa, but unless there is a rupture of the sac 
the disease may remain isolated and the surrounding 
tissues remain free from infiltration or contamination. 
Lastly, assuring ourselves there is no joint connec- 
tion, the diagnosis is made positive by means of the 
introduction of the hypodermic or exploratory needle, 
examination in all doubtful cases being made under 


anesthesia. 


Medico-Legal Aspect.—Bursitis is of special interest 
from a medico-legal standpoint. By an error of diag- 
nosis an injustice is often committed and a minor in- 
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_ jury or a bursitis pronounced a grave or serious syno- 


vitis solely from the reason that the attending surgeon 


is not familiar with the anatomical fact of the pres- 


ence of these burse or is not able to make a differen- 


tial diagnosis. Just as traumatic bursitis is a very 


common occurrence, so, on the other hand, traumatic 


_ synovitis is very rare and a very large per cent. of the 


so-called “cases of traumatic synovitis” are in fact. 


due to gonorrheal infection or occur in patients of a 
rheumatic diathesis, and in this latter class of cases 


the synovitis or arthritis are often recurrent; hence a _ 
slight injury to a subject afflicted with a chronic 
rheumatic synovitis is very frequently taken advan- 
tage of by unscrupulous parties ever in search of plun- 
dering corporations. Recurrent attacks, especially 2 
with gouty symptoms, will prevent deception in many 


_ of these cases and a careful microscopical examination 


of the contents of a bursa will often determine its 


origin. 


Report of Cases.—A eapert of the following cases, 
with drawings, photographs, etc., will, I trust, be of in- 
terest to you and better illustrate what I have at- 


tempted to demonstrate, viz., that we may have in- 


flammation with suppuration and other evidence of 

phlegmon, infecting the various burse of the knee, 

without necessarily involving the joint: 
Case I1.—Ossie J., aged 15, was brought to me Au- 


gust 21, 1895, for amputation of the leg. About three | 
months before he had accidentally fallen upon a nail, 
which had penetrated the patella or knee-cap of the 
left leg, in consequence of which, according to his at- 


tending physicians, a violent synovitis had developed, 
which later becoming purulent, the general appear- 


ance of the limb and condition of the patient seemed to 
call for immediate amputation. The leg below the © 


knee was somewhat cyanotic and edematous, emacia- 
tion had been very rapid, and now so pronounced the 
mother was able to carry the young man in her arms 
into the office. The knee-joint was apparently enor- 
mously swollen, but upon a more careful examination 
the entire trouble was found to be confined to the up- 


_ per and anterior part of the leg, the popliteal space 
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not being affected. The swelling was so great the 
_ patella could not be felt, but a probe inserted through ~ 
a discharging sinus revealed the presence of necrosed 
bone. An incision was made three or four inches in > 
length immediately over and above the patella, which 


brought to light the fact that instead of a synovitis 


there had been an inflammation of the prepatella 
bursa with necrosis of the patella, the bursa of the 
quadriceps was also greatly distended with fluid. 
The diseased portion of the patella was removed, the 
quadriceps bursa opened and packed with gauze, the 
boy making a rapid and uneventful recovery with a 


perfect leg, the knee-joint proper at no time having 
affected. 


Case I1.—G. R., tinner by trade, while at work lay- 
ing a tin roof began to complain of a pain or soreness 


below and a little to the left of the tendon of the liga- 


mentum patella at or about its insertion to the tibia. © 
Continuing in his work, a swelling made its appear- 
ance in the course of a few days, which gradually de- 
veloped to about the size of a goose egg. The limb 
now became quite painful. and disqualified him from 
work. He was treated several weeks by the applica- | 
tion of iodine, etc., without improvement, and having 
- been told by his attending physician and friends that 
_ his leg was in a serious condition from leakage of 
“joint water,” he applied to me for relief. This was — 
avery pretty and typical case of simple bursitis. Un- 
_der local anesthesia the tumor was aspirated, after — 
which fifteen minims of carbolic acid was injected. 
Full and complete recovery followed. 

Cast III.—In November, 1896, I was called upon to 
appear as an expert in a case against the Iowa Central 
railroad. The plaintiff claimed to have received an | 
injury to his knee; a sudden jolt of the car having © 
thrown him forward, he struck his knee over the pa- 
tella. His attending physicians testified that inflam- 
mation of the joint had developed as a result of the 
‘Injury, that the parts over the knee were greatly dis- 
tended, so much so they were compelled to aspirate 
and had drawn off six or eight ounces of fluid. They 
_ stated further that the patella could not be felt, that 
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at no time did the temperature exceed 101°, and pain 
after forty-eight hours was not severe enough to re- 
quire opiates. Careful inspection revealed a small 
scar directly over the patella, which the doctors ad- | 
mitted was the point of aspiration. The recovery was 
- eomplete. This, gentlemen, was unquestionably a 
typical case of bursitis, the joint never having been. 
Cass IV.—The accompanying photograph, marked 
, Shows a typical bursitis, recently brought to me 


and is now under treatment. The case is of ten weeks’ sf ) 


. 


standing, the nocturnal pains have been most excru- 
ciating, patient is greatly emaciated, and all symp- 
toms would indicate a serious phlegmon. The pre- : 
patella and tibial bursz are both distended and very 
painful to the touch, the absence of abnormal tem- 
perature being the only favorable feature. Aspira- 
- tion, with irrigation, has afforded him marked relief 
and his rapid recovery is expected. tana a 
_Lreatment.—Acute bursitis during the inflammatory 
| _ or formative stage is best treated by rest, hot fomenta- 
tions of a saturated solution of boric acid or sulphate 
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of zinc, and general anti-inflammatory treatment. 
Later, when effusion has occurred and we have a well- 
defined tumor, no matter where situated, or whether 
the case be acute or chronic, if absorption be retarded 
and convalescence unnecessarily prolonged, and where 
a moderate amount of pressure over the distended 
bursa assures us we have a closed sac, aspiration is 
not only safe, but hastens the cure, as well as afford- 


- ing comfort to the patient. In the more chronic cases 


it is customary with me to withdraw all fluid, after 
which fifteen to thirty minims of pure carbolic acid is 
injected, the bursa gently massaged, and pressure 
- made with adhesive straps. The results without ex- 

ception have been satisfactory. When by long neg- 
lect, or other cause, the tumor has become hard or solid 
through the formation of fibroplastic cell exudation, — 
“rice bodies,” etc., an incision large enough to remove 

the entire contents should be made, followed by anti- 
septic irrigation and gauze drainage. In the more 
violent forms of inflammation, which usually result 
in suppuration, prompt aseptic incision or aspiration 
with irrigation, etc., is the only rational procedure. 
In these days of aseptic surgery the patient can be 
more quickly and thoroughly relieved by an early 
incision than any other method, the relief being in- 
stantaneous and recovery rapid. The application of 
iodine, liniments, ointments, or local sedatives is sim- 
ply tampering with what may be a very serious 
trouble. It is therefore unwise to delay incision, or at 
least aspiration, for should the bursa rupture we will 
have infection of the joint, and probably necrosis. 


AN IMPROVED METHOD OF DEALING WITH 
INTRALIGAMENTOUS CYST, WITH RE- 
PORT OF THREE CASES. 

By CAREY KENNEDY FLEMIN G, M. D., 
: DENVER, COLO., 
PROFESSOR OF GYNECOLOGY AND ABDOMINAL SURGERY, GROSS MEDICAL 
COLLEGE ; ATTENDING GYNECOLOGIST TO ST. ANTHONY’S HOSPITAL. 
The treatment of intraligamentous cysts by the 
method ordinarily employed, and that is advised by 
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the various text-books on gynecology, is, to say the 
least, unsatisfactory. The splitting of the broad liga- 
ment, the enucleation of the cyst, and the final stitch- 
ing of the broad ligament to the abdominal incision, 
followed by drainage of the denuded intraligamentous | 
space formerly occupied by the cyst, is a most trying 
and dahgerous procedure. The great liability to hem- 

_ orrhage, either at the time of operation or within a 
few hours after, and the risk of infection following 

the necessary continued drainage are facts recog: 

‘nized, I believe, by all operators. 

During the past year Dr. Thomas H. Hawkins, my 
colleague at St. Anthony’s Hospital, and I have Oop- 
erated together upon three cases of intraligamentous 
_eysts by doing a preliminary abdominal hysterectomy, 

_ a method which, to our knowledge, had not been pre- 
viously reported.* Pryor} several years ago~pub- 
lished the description of a new and rapid method of 

dealing with intraligamentous fibromyomata, which 
procedure made easy the treatment of these pre- 

viously formidable cases. The operation which I 

‘desire to describe is practically that detailed by Pryor, 
with the exception that the vagina is not opened, 
the uterus being amputated above its vaginal junc- 

tion. By this method not only is the time of opera- 
tion materially shortened, but convalescence is rapid 
and the danger of a permanent fistulous tract is — 
avoided. | 

The Operation. after opening the ab- 
domen the ovarian artery on the tumor side should 
be ligated in the infundibulo-pelvie ligament. If the 
cyst is a very large one, a part of its contents should 
be withdrawn, and the puncture closed by a pair of 
heavy pedicle forceps. The broad ligament on the 


*In the Denver Medical Times of November 1, 1897, Dr. Thomas H, 
Hawkins reports three cases of intraligamentous cysts operated upon by 
the method to be described, one of which was our first case, the one in 
which we perfected our detail. This, we believe, was the first published 
account of this method of treating intraligamentous cysts. While pre- 
paring this paper I notice in the New York Medical Journal, November 
20, 1897, a short synopsis of a paper read before the Southern Surgical 
and Gynecological Society by Dr. Rufus B. Hall, of Cincinnati, describ- 
ing a new method of treating intraligamentous cysts, which | is not unlike 
the method we have been using. 

T Medical News, December 1, 1894. 
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free side is now cut between two ligatures down to 
a point near the internal os. The anterior flap con- 
taining the bladder must now be. made, and should | 
consist of enough peritoneum from the anterior sur- 
face of the uterus to cover the stump of the cervix. 
A posterior flap of peritoneum, such as is recom- 
mended, we never make, even in ordinary abdominal 
hysterectomies, as it simply consumes time and offers 
no apparent or real advantage over the single an-— 
terior flap. After completing this step the uterine 
artery is found and ligated in the usual way. The 
uterus should now be amputated above the supra- 
vaginal junction, and the uterine artery either ligated 
or clamped. Then, after elevating the amputated 
body of the uterus, the first and second fingers are 


insinuated between the folds of the broad ligament 


and the cyst is rapidly enucleated from below up- 
-" wards, and the whole mass finally cut away. It is 
astonishing with what ease this can be done. As_ 
Pryor says regarding the fibromyomata, so I can say 
regarding the cyst: “It will come out of its bed as © 
easy as a Mandarin orange can be divested of its 
rind.” There is absolutely no bleeding, as the arteries_ 
are all under control. The final step in the opera- 
tion consists in trimming the broad ligament, leaving 
only sufficient peritoneum to make a good flap over 
the denuded area. A narrow strip of sterile gauze 
is placed under the flap, the end of which is carried 
through the cervical canal into the vagina for drain- 
age. The flap is finally held in plac? by a continuous 
catgut suture, which is also used to close in the 
anterior flap over the cervix. When finished the field 
of operation resembles very closely the appearance 
of the ordinary abdominal hysterectomy,: save that 
the line of catgut sutures on the cyst side is a trifle 
longer than on the other. The. indications for this 
operation are: 

First—A _ large intraligamentous cyst with ex- 
tensive adhesions. 

-Second—For all intraligamentous ‘cysts occurring 
in women who have passed the child-bearing period. 

Third—In those cases in which there is a co-existing | 
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disease of the opposite ovary or tube which demands 
their removal. 2 

Fourth—In cases complicated by grave uterine dis- 
ease. 

Casp I.—Mrs. G., aged 36, admitted to St. An- 
thony’s Hospital May 10. Diagnosis, a small fibroid 
in the anterior wall of the uterus, and a cyst on the 
right side. The patient was prepared, and on May 18, 
assisted by Dr. Hawkins, the operation was performed. — 
The abdomen was opened, and discovering the cyst > 


on the right side to be intraligamentous, I thought 


best to enucleate it before removing the uterus. Af- 
ter splitting the broad ligament I found the tumor 
to be firmly adherent, and in my efforts to release it, 
not only tore the broad ligament extensively, but 
my finger went through the wall of the cyst. The 


result was the fluid escaped, the tumor collapsed, 


and the hemorrhage was quite severe. Realizing 
that it would be a difficult matter to complete the 
operation as originally intended, and after discussing 
the matter with Dr. Hawkins, the method which I 


have outlined above was followed with happy results. 


The patient’s convalescence was everything that could | 
be desired. In the five days following the operation 
the temperature on but two occasions reached 100°. 
After five days the temperature gradually reached 


normal, where it remained — the entire convales- 
cence. 


Case IIl.—Mrs. M., oor 41, admitted to St. An- 
thony’s Hospital J une 10, 1897, and placed under my 
care. Diagnosis, a large cystic growth on the right 


_ side. On June 19, assisted by Dr. Thomas H. Haw- 


kins, we operated upon her. On opening the abdo- 
men the cyst, as in the other case, proved to be intra- 
ligamentous. Remembering our experience in the 
previous case, we immediately performed the opera- 
tion as outlined. Her convalescence was ideal, the 
temperature remained low, and at no time were there 
any serious symptoms, and the patient made a rapid 
and uninterrupted recovery. 

Case III.—Mrs. C. was admitted to St. Anthony’s 
Hospital on the 17th day of June as a patient of Dr. 
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Hawkins. She had a large cystic growth in the pelvic 
cavity, much larger on the right side. On the 23d 
Dr. Hawkins, assisted by me, performed a section, 
doing a hysterectomy and removing the cyst in the 
manner which I have before described. Its contents, 
together with the uterus, weighed about fifteen 
pounds. The patient made a rapid recovery, and 
never experienced any special trouble in any way. 
She said when leaving the hospital that the operation 
had caused her less inconvenience than of 
previous confinements. - 

In closing this paper I desire to summarize the 
advantages of this method of operating for intra- 
ligamentous cysts as follows: | 

-First—The operation is practically bloodless. 

Second—The patient makes a quick recovery. 

Third—That there are no bad sequele. 

Fourth—That the mortality is reduced. 

Fifth—That it is a perfect operation. 


-APPENDICITIS. 
By CHARLES BYRON NICHOLS, M.D.., 
DENVER, COLO. 


In no other disease is it so unfortunate that such 
a diversity of opinion exists as that regarding the 
proper class in which to place appendicitis. The lit- 
erature is extremely voluminous, and I regret to say 
that some of the discussions transcend the purely 
scientific and practical,—unfortunately becoming to — 
a great degree personal attacks upon the ability of 
those entertaining opposite opinions from him who 
enters the arena of medical or surgical debate in sup- 
port of their presumably honestly entertained opin- 
ions. Some of these discussions remind me of the 
temperance lecturer who requested his audience to 
pass a motion to abolish whiskey because a young 
man had died in a drunken condition,—his first temp- 
tation having been given him at a banquet given by 
a lady. A member of the audience, in a more or less 
- maudlin condition of inebriety, moved to amend the 
motion by abolishing women,—one about as practical 
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as the other. If these discussions were harmless they 
might be tolerated with better grace. But. when one 
sees the disastrous results following close upon the 


advocacy of false doctrines, it is with difficulty one — 


keeps within the limits of parliamentary law, at the 
| same time laying one’s self liable to the charge of per- 
| sonality in denouncing what he believes to be false 
| 2 oe reasoning, false beliefs, and faulty methods. _ 
_ If we appear to use strong language, it is because 


- appear extremely radical in ovr thoughts, they have 
- been arrived at by long study and consideration, ac- 
companied by practical experience. To-watch at the 
bedside of a fulminating appendicitis during the acute 
stage, observing the increasing tenderness and pain, 
ee the gradual rise of temperature, the quickening of the 
) ; pulse, and soon the gastric complications and tym- 
-panites, when suddenly the pain ceases; the patient 
grows apathetic; assures his friends he feels better; | 
grows pale and pinched; the temperature may fall, 
which assures the anxious friends that he is better; | 
a clammy perspiration breaks out; the vomited mat- 


_thready; the attending medical theorist assures the ~ 
friends that the appendicitis is relieved, but the pa-_ 
oa tient is suffering from shock; when that unmistakable ~ 
rattling begins, so many times falsely called a lung. 
- complication, and in a few hours death claims an- — 
other beloved son or husband,—a victim of misguided 
theory and hope, or of absolute incompetency. Pos- 
sibly the surgeon is called only to find that the golden | 
moment has passed, that operative interference is 
only undertaken as a dernier resort, with the result 
that death quickly follows—the unfortunate ending 
a eee furnishing another weapon to be used against opera- 
3 tive interference in appendicitis by the medical theo- 
rist. In disputed points of law there is a final appeal 
\ to the supreme court. Their opinion is final. In a 
: vast majority of cases that opinion is not. criticised. 
Who are to be the judges in so important a question 
as this? The surgeon who has operated and had am. 
ple opportunity to study the important pathological 


we honestly believe the situation demands it. If we | 


ter becomes dark and green, the pulse quick, fine, and — 
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conditions, surroundings, and complications, or the 
medical man who rarely, if ever, has an opportunity - 
of studying practically the different phases of the 
disease? I leave it to you and common sense to de- — 
cide. | 
Is appendicitis : a medical or surgical disease, and 
when should the surgeon be called in? . 
Knowing full well the criticism that will be hurled 
at me from the other side, I feel perfectly justified in | 
saying that appendicitis is always a surgical disease, 
and that a surgeon’ should be called in immediately 
upon its recognition or even when it is suspected. 
When we consider the fact that the different stages _ 
of acute appendicular inflammation may reach the 
-aeme of the trouble in forty-eight hours, one can at 
once see the importance of.a correct. diagnosis, and 
the more important fact of being prepared to operate. 
This dangerous condition may supervene when the 
trouble is limited to the mucosa or submucosa. It 
is exceedingly unfortunate that the term “appendicu- 


colic” was coined. It is misleading and many 


times lulls the medical attendant into a dangerous 


state of hope and expectancy. The term “colic” | 


properly applies to a purely functional trouble, while 
the pain in the first stages of appendicitis is due to 
an inflammatory condition of the appendix, and may, 
often does, assume one of the more — forms 
immediately. 

I will only allude to some of the more salient points 
of diagnosis. 
 Pain.—A sharp, acute pain coming on suddenly in 

the region of the umbilicus, the epigastrium, very fre- | 
quently below the umbilicus, and less frequently of 
all in the region of the appendix, should at once put 
the medical attendant upon his guard. He should 
institute a most rigid examination,keeping close watch — 
upon his patient for any untoward symptoms. The 
peculiarity regarding the location of pain in the re- 
gion of the umbilicus is responsible for more mistakes 
in the diagnosis of appendicitis than any other one 
factor, except the abnormal location of the organ. 
When the disease has gone on to a localized peritoni- 
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tis, then the pain and tenderness becomes prominent 
' in the diagnosis. It will be located directly over, or 


nearly over McBurney’s point, in the right iliac fossa. 
Closely following the umbilical pain, nausea and. 
vomiting set in. The vomiting which accompanies — 
the acute stage is not persistent, but ceases when the 
stomach has become empty, to again set in upon the 
explosion of the appendix or the spread of the peri- 


tonitis or the extension of the collection of pus or 


seropus. Obstinate constipation accompanying the 


acute attack is of very serious import, and should — 


warn the attendant that he has a serious form of the 


trouble to contend with. Tenderness on the omphalo- 
‘Spinous line is of great importance, and in a vast ma- 


jority of cases is indicative of appendicitis. : 

The surgical teachings of preappendicular days 
was perhaps unfortunate. Many a time have I heard 
the professor lay down the law that the formation of 
pus was preceded by a pronounced chill, increased 
pulse rate, and fever. Again do we find a stumbling 
block in the diagnosis of this trouble. Some of the 


- worst and fatal cases of appendicitis never have a 
chill. The temperature chart shows an elevation of 


one-half to one degree, pulse 80 to 90; following the 


explosion the temperature goes to normal, or possibly 


subnormal. Consequently, it is not necessary to have 


a pronounced or even a slight chill, or a marked in- 


crease of temperature, to warrant one in making a 
diagnosis of suppurative appendicitis. 

Trusting that many points of diagnosis will me 
brought out in the discussion of this important sub- 


- ject, I will proceed to the treatment. 


The medical man claims to cure appendicitis. I 
beg courteously but conscientiously to doubt if, after 
once having had an acute attack of appendicitis, 
the appendix resumes a normal condition, but is ever 
after a source of danger to the unfortunate possessor 
of one of these useless attachments. I do not ques- 
tion in the least the fact that a few cases of appendi- 
citis subside not to again reappear for a long time, 
but I do believe that such appendices exert a depress- 
ing influence upon the general health and mind of its 
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possessor, and they would be very much better off 
without it than with. I also believe with any reagona- 
ble man that there are cases that do not require op- 
eration unless they cause enough disturbance either 
to the general health, locally, or to the mind. 

The question is often asked, when would you op- 
erate? I have read a great many answers, and have 
‘summed them up-to practically mean about as follows: 

Not until you are assured that nothing else can be 
done and your patent is going to die, then call in the 
surgeon and give him about one chance, say, in ten 
thousand. Others say not until you are absolutely 
sure you have pus, as no other form of appendicitis © 
requires operation. Others say as soon as the diag- 
nosis is sure, with the following symptoms: Elevated — 
temperature; tenderness over McBurney’s point; tense 
condition of the abdominal muscles. 

There is a great deal to be said in favor of this last 
answer; nothing but condemnation of the others. If | 
_ there could be given us the power of some gift unseen 

to decide these questions, it might do to trust to some | 
hidden, mysterious something to step in at the last 
moment and save our patient—also our reputation. 
Not so; “It is a condition that confronts us, and not a 
theory.” Every case of appendicitis is possibly a fatal 

one if left alone. If properly treated, on the other 
hand, if watched by the keen eye of the man whose 
mind is divested of all uncertain theories, alert to de- 
tect the most minute symptom of danger broad 
enough in his love of truth and science, unselfish 
enough in his interest for the good of his patient, he 
will, if not desirous of taking the responsibility of 
operation, invite some one who is competent to con- 
duct a proper operation as soon as he suspects or be- 
lieves that he has a case of appendicitis. I believe 
that in every case one should be prepared to operate 
at the first note of danger, and not at the eleventh 
and one-half hour. 

Very often we meet with men who consider the fol- 
lowing a clinching argument, namely, that some cases 
recover without operation. What a tale the tomb- 
stones would unfold if the surgeon should come back 
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with the answer, look at those = have died for the 
want of an operation at the golden moment ,—once 


lost, never to return. 


A few words in regard to the operatidn. It should 
be done with absolute, thorough, consistent asepsis, 
as far as it is possible for human ingenuity and en- 
thusiasm to accomplish. The less the technique is 
complicated by fancy incisions and sutures, the better. 


Pwere well done if it were done neatly, and 
cleanly.” 


There has been a great deal of discussion regarding 


_ the closing of the abdominal wall. All methods suc- 


ceed in a part of the cases: None of the methods. 
succeed in all of the cases. The through and through — 
suture of silkworm gut, placed with a proper atten- 
tion to bringing the fascia and muscular tissue into 
correct apposition, results as well as any other, is 
more quickly introduced, and if not ted too tightly, 
there is less danger of suppuration. 

In closing this brief paper I am aware that I am 
taking a position in opposition to very many promi- 


nent and experienced operators. It is not without 


due consideration for the opinion of others, and after 
careful thought, that the position is announced. I 
refer to incomplete operations in cases of fulminat- 
ing appendicitis. Some prominent French surgeon 


said that an unfinished operation was an unsuccess- 


ful operation. It applies to this form of operation. 
When in all other forms of abdominal surgery scien- 
tific, cleanly work is required, I fail to see why the 
same principle does not obtain when it comes to a 


case of exploded appendicitis accompanied by a large 


quantity of pus. To my mind it is reprehensible in 
the highest degree to subject a victim of exploded 
appendicitis to the dangers of a serious operation 
and send him away, if he is fortunate enough to live 
through it, with an infected, disorganized mass tied 
down somewhere by inflammatory adhesions, a men- 
ace to his life, general health, and peace of mind. 
In the strongest language possible I would condemn > 
such a procedure as unscientific, unsurgical, un- 
cleanly, lacking in all that goes to make up a com- 
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plete surgical procedure of the accomplished surgeon 


of modern times. That there are more patients who 


die from the result of a part or the whole of the ap- 
pendix having been left than would have died if the 
operation had been properly completed, I believe to 


be a fact, to say nothing of those. who are semi-inva- 


lids afterwards. A certain element of competency 


_ enters into this proposition. I certainly believe it to 
be true that while one-man might safely open a peri- 
_ typhlitic abscess and do no harm, the same man might 


kill his patient should he attempt an operation for ap- 
pendicitis. Therefore, in considering this question, 


- competency cannot be ignored. Those who ‘have 


watched many different operators must admit that 
some are more dextrous than others. 


The points which I wish to permanently impress ae 


apon you in this brief paper are these: 


1. A more general familiarity with the clinical 


symptoms of the first stages of acute appendicitis. 


2. A more unbiased and unprejudiced study ‘of 
appendicitis by the general practitioner; a broader 
spirit in regard to the good of his patient, and a will-_ 
ingness to call those who have enpctieace in conduct- 


ing cases of this kind. 


3. That in making’ an operation for appendicitis, it 
should be carefully and thoroughly performed, leav- 
ing the victim in the best possible condition to make 
a complete recovery. 


It has been said that it is unsafe ie remove an ex- 


-ploded appendix in the abdominal cavity surrounded 


by pus. In an operation for appendicitis it is unusual 
to find the appendix or a part of it outside of the 


abscess. If the incision is made directly into the — 
abscess, it can, by thoroughly aseptic procedure, be 


so completely cleansed that should you in your ma- 
nipulations rupture the wall into the abdominal 


cavity, no harm is done; but with delicacy and skill it 


is unneccessary to rupture the wall. In this connection 
I wish to report a case in which I operated for appen- 
dicitis twelve hours after I saw the case. The history 
of the case was that he had been sick three days. The 
history must have been wrong. Upon cutting down 
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upon the abscess the appendix was found, the proxi- 
mal end of it enlarged, seriously inflamed, surrounded 
by a large quantity of pus, but minus. what appeared 
to be one half of it. After considerable search the 
distal extremity was found attached to the outside of — 


oe . the opposite wall of the abscess. It was removed, 


the ligature was placed around the stump, the cavity 
was thoroughly cleaned. Not liking the looks of the 
bottom of the wound, I examined it carefully and 


- found apparently an abscess. Opening it proved it 


was pus. I emptied the abscess and thoroughly 
cleaned it. I went further and found another abscess, . 
three abscesses in tiers, one above the other. 
Another point in connection with this paper that 
I wish to emphasize is operation upon recurrent ap- 


-pendicitis; -any one affected with appendicitis is a 


victim, or liable to be a victim, at any moment to a — 
sudden attack of appendicitis that will end his life; 
and once having had appendicitis or any symptom 
which indicates that he is likely to have another at- 
tack, it is better to operate upon him between attacks 


than allow him to run the risk of another attack. 


A patient with a mild attack of what was diagnosed 
as catarrhal appendicitis consulted three eminent 


surgeons in San Francisco and was advised to have 
an operation. He had recovered from the attack, 


and the only symptom that he had was a degenera- 


tion of his general health and tenderness over Mc- 
-Burney’s point. His case, like hundreds of others, 


was taken into his own hands, thinking his own judg- 
ment superior to that of the surgeon. In six weeks 
from the first attack, while away from home, he was 
taken suddenly ill in the night with a recurrent appen- 
dicitis. He took the cars for home. The second day 


‘he was operated upon, and the third died. If he 


had accepted the advice of those gentlemen who were 
competent to give it to him, he would have probably 
been a happy father and husband to-day. In opera- 
tions properly conducted between attacks. the mor- 
tality is only 1 per cent., and one’s chances are very 
much better for recovery than to carry around a vol- | 
cano that is liable to extinguish life at any moment, 
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DISCUSSION. 


I am anxious to add my to all that 
Dr. Nichols has included in his paper. I will not attempt to 
go over the paper in detail. There is in it, to my mind, But 


little, if anything, to criticise. I wish that it were possible to 
include in one book that could be placed before this associa- 


tion the names of every patient that has been operated upon 
too early by the members of this association—cases that they 
themselves conscientiously felt they had operated upon too 


soon—cases where they are convinced it would have been bet- 


ter to have delayed operation. I wish in a second book there 


could be entered the names of all those patients that they now | 


know would have been better off had they been operated 
upon earlier; and, in a third book, if it is conceivable in a 
-room of this size, I would like to enter the names of those 
patients that were treated exclusively by medicine and endcd 
fatally. Let the title of the first book be “Mistakes by Too 


Early Operative Interference,” the second “Mistakes by Too 


Late Operative Interference,” the third “Suffering and Death 


that Surgery Could Have Prevented.” If these books con-— 
tained only the record of actual cases occurring in the prac- 
tice of the members of this association, excluding all vague 


rumors, reports, and guesses, they would indicate by their 
size and revelations, plainer than any words of mine, the ex- 


act responsibility that rested upon each of us. Shall we will- 
ingly assume the heavy responsibility of practicing those — 
methods, the results of which would be shown in the third — 


book, or even in those of the second, when other methods 


offer us the results recorded in the first book? Those who 


choose the non-operative treatment have the task of correcting 
the fatal errors of the third book; those who operate late 
take upon: themselves the burden of correcting mistakes re- 
vealed in the second book; those who operate early have the 
‘lighter duty of improving the results contained in the first 


book. I am sure that if each member of this association could 


pass out of this room with a picture of the size and contents 
of these imaginary volumes in his mind no further argument 
would be needed to convince us as to when to operate in 
appendicitis. I was very much interested in the paper and 
think it will meet with the endorsement of all those who 
study this question carefully. 

Dr. LEONARD FREEMAN, Denver: To Dr. Nichols emphatic 
statements come very easy, and in his excellent paper he has 
not belied his reputation im this respect. I agree with him 
in a great many respects as to what he has said, but there are 
some things I feel called upon to object to, and I only wish 
I had the emphatic force of Dr. Nichols so that I could object 
to them as strongly as he has made them. TI do not believe, 


for instance, that we can remove an appendix from an abscess 
cavity with safety and without, in many instances, tearing 


up the abscess wall. Dr. Nichols has stated that this can be 
done in nearly all cases. In this he opposes himself to such 
men as Senn, Murphy (I am quoting merely from memory), 
Richardson, 3 William White, Keene, and Treves of London, 
besides many others that I do not recall at present. These 
men are good operators. They are competent men. They 
do study the subject. They do know something about pa- 
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thology, and their ideas cannot be thrown one side without. 
some consideration. The doctor has also said that the pus can 
be cleaned out so thoroughly that if the remainder does get 
into the peritoneal cavity it will do no harm. This I object 
to. An abscess of this kind is filled with granulation tissue; 
there is much lymph in connection with it; there are various 
turns and corners; and it is simply impossible for. any one to 
clean it out entirely, providing it contains infecting pus, and 
that is the nucleus of the entire question. There are ab- 
scesses and abscesses in connection with the appendix. Some 
of these are virulent, and others are not virulent at all. Some © 


of them could be ruptured and the pus allowed to flow through | | 


the peritoneal cavity and stay there and do no damage what- — 
ever. In other cases a mere drop will produce a fatal peri-. 
tonitis. This point must be considered. I am not at all pre- 
pared to say, from a theoretical consideration of the subject 
at least, that every case of appendicitis should be operated 


upon immediately when the diagnosis is made. [For instance, — 
in a case of appendicitis which has gone on for three or four . 
days and in which we feel an increasing induration in the 

' right iliac fossa, I don’t believe it is wise to operate upon 


such a case immediately, providing there are no symptoms | 
that. call for immediate operation, such as a rapid increase > 


of. the tumor or of other symptoms. The patient’s safety de- 


pends upon the adhesions which form around the appendix. 
These adhesions at the end of three or four days are not firm. 
If we wait for two or three days longer we will get firm ad- 


hesions and will be able to open the abscess safely and relieve 


the patient. I do not think that an appendix should always. 
be removed in an operation when suppuration is present. It 
has been established by very good men from statistics which 
they have carefully compiled that in very few cases does the 
appendix bother the patient after an abscess has once formed. 


Ido believe that the appendix ought to be removed in a ma- 
- jority of these cases between the attacks. There are many 
other points that might be discussed, but I shall not take up 


any more time. . 

Dr. GRANT: When we hear anything that pleases us we are 
very apt to applaud it. There are times when it is too late 
for an early operation, too early for a late operation in appen- 
dicitis. When we speak of early operation, or an operation | 
as soon as a diagnosis is made, we infer, if we do not state, 
we mean at least that the diagnosis. shall be made early, 
within a few hours, or within twenty-four; after a case has. 
existed two or three days it may not then be prudent to oper- 
ate immediately. You may wait for other symptoms, or it 
may happen that your case is one that will get well without 
an operation. That, in fact, not infrequently does occur. 
That is not, however, the point in reference to which I wish to 
lay special stress. But that point is whether or not, taking the 
cases as they come, and the results as they are, it would not be 
better to operate upon every case. Confessing, as we must, 
our ignorance of the future history of those cases until that 
history is made, for myself I am frank to repeat what I have 
said many times before, that if every single case should be 
operated upon early,—not as early as the diagnosis is made, 
because sometimes the diagnosis is made late, too late for a 
successful operation,—the mortality would be less than it is, 
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We hardly read a newspaper without daily seeing that some- — 
body has died from an operation for appendicitis at the hands: 
of the most distinguished surgeons of our country, and those 
are the neglected cases, the cases where the physician or sur- 
geon has hoped for recovery without an operation. We would 
not have to tell these doleful tales if this operation were 
performed more promptly in the history of these cases. As . 
to what you should do with the appendix in cases of suppura- 
tion into the peritoneal cavity, I endorse what Dr. Freeman 
has said. I can recall several cases in the city of Denver in 
_ which I have operated for pus and have never seen the ap- 
_ pendix, and in no case have I ever heard. of a recurrence, al- — 
though that rarely does occur. Many cases require operation 
urgently in which there is no pus; these pendant or hanging 
appendices, in which the appendix is not in the ileo-cecal 
fossa nor isolated by inflammatory adhesions, and the danger 
from perforation and gangrene imminent. Ordinarily it is 
curled up partially behind the cecum, and in those cases where 
suppuration occurs, unless the surgeon himself breaks into the 
cavity, the operation is very simple and: the result most sat- 
_isfactory. It seems to me it is not good surgery to break 
down adhesions and hunt for the appendix and remove it when 
its future is safe. If necessary, after the pus cavity is closed 
and it gives further trouble, you can operate upon it; as you 
would a recurrent case in the future. It might give rise to 
trouble by adhesions or something of that kind and require 
removal, but so far as the abscess is concerned in connection 
with it, it will close perfectly from irrigation and drainage 
with antiseptic gauze; and if the incision is made near the 
ilium to the outer side of the cecum, if possible, you will 
not in that case be troubled with hernia; and even should 
hernia occur, it is a matter that can be remedied without a 
difficult or very dangerous operation. 7 | 

Dr. CAMPBELL: It is hardly necessary for me to make any 
remarks, because the paper is on my side of the question. I 
think there are two points that ought to be brought out very 
strongly in the presence of these so-called conservative men. 
who treat these cases medicinally. In the first place, the 
so-called catarrhal appendicitis, in which the symptomatology 
is never grave, in which the temperature is never high, in 
which the appendix very seldom ever perforates, and the pa- 
tients usually recover under the do-nothing system of treat- 
ment or the taking care of the alimentary canal, rest, etc.; 
the other cases of appendicitis in which there may be fecal 
concretions, bacteria, etc., in which a case may recover by 
nature causing fibrin to bé thrown out, the process by which 
the appendix may be walled in. Now, these cases recover for 
the time being, the patients are apparently well, no tender- 
ness over the appendix, and by the conservative men they are 
classed as cases that have recovered. Surgeons of years of 
experience I think will bear me out in the assertion that they 
have operated time and time again upon these cases in which 
there has been a history of a single attack, or it may be of 
several recurrent attacks, and found that resolution had never 
surely taken place in the appendix, but nature had come to . 
the rescue and had walled the appendix off. I remember 
within the last year, or possibly a year and a half, of discuss- 
ing a paper upon appendicitis in a district medical society in 
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Missouri in which a conservative gentleman, so-called, who _ 
was always known to oppose every radical measure ever of- 

fered, took the floor after I had made some remarks in favor 

of an early operation where a positive diagnosis of appendi- 
citis had been made, and related the history of a case in which © 
he had been called to see at our state university. The doctor 
gave a history of the case before the society, stating that he 
had been called and had just returned the day before from 
- Columbia, and that the patient, a young man, had appendicitis, 
and he just got there in time to stop an operation; he said Dr. 
So-and-So had his knife ground ready to make a murderous 
attack upon this young man; and he said, I examined him, 
looked him over carefully, found a pulse of 140, and there 
was some little tenderness at McBurney’s point, some little 
distention of the abdomen, and I recommended waiting. He 
said, we waited a couple of hours and the patient got easier, 
and he said, when I left yesterday morning the patient was 
very easy indeed, no pain, and the temperature had come 


- down, and the patient was sweating a little bit, and he forgot — 


to tell what condition the pulse was in. I asked him that. 
He said, about.the same or a little quicker, possibly; and he 


-gaid, “I am to receive a telegram to-day announcing the con- | 


dition of the patient, and I will be glad to report it to this 
society.” I just made this statement: ‘Doctor, when you 
receive the telegram I think it will announce the death of the 
patient.” Just as I had made the statement a messenger boy 
came in with the telegram, and the doctor wouldn’t read ‘it to 
the society. It had announced the patient’s death. Appendi- 
citis is a surgical disease. That catarrhal appendicitis does not 
require operation is true; but to differentiate between catarrhal 
appendicitis and the other forms is not always easily done. 
When we have pronounced symptoms an operation is indi- 
cated. As to the time when we should operate, I will say 
every case is alaw unto itself. We cannot set a positive time. 
for an operation. I believe in early operations. Whenever a 
positive diagnosis is made, get ready, get your patient in as 
good a condition as possible and make the operation; yet, if 
I had a case where I diagnosed an appendicular abscess I 
might, as the doctor upon my left suggested, wait for the ad- 
hesions to become firmer, but I would not sleep very much at 

night; I would keep my ear close to the telephone and I 
would expect trouble. There is danger even then in waiting, 
because your abscess may burst and your patient may of 
course die of septic peritonitis. Now, I was a little pained. 
at a remark made by a brother from a little further east, from 
one of our leading, enterprising young cities, who made the 
remark that it would be very dangerous, or something to that > 
effect, I can’t quote him exactly, for a surgeon to operate in 
his town upon appendicitis. I want to say that such a state- 
ment is too far behind the times. It will not do, because Dr. 
So-and-Soa, of conservative fame, cured a case there, nature 
doing a whole lot for the patient by walling off that appendix, 
to say because that patient is still upon earth that it 
would be dangerous for a man to bob up as an abdominal sur- 
geon and select appendicitic cases for operation there, and 
I hope that the gentleman will never voice such a sentiment 
again. It does his town injury. It does him injury. He 
is a good man, an elegant gentleman. I[ never had the pleas- 
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ure of meeting him before, but he is a man of intelligence. We | 
must wake up on this subject. It is a subject that we want 
to be wide awake upon. It is a question of extreme importance. | 


we ought to give all of these patients a chance in time for 
their lives. Before pus forms, under strict asepsis, we can 
perform an operation that won't have any mortality, providing 
the condition of the system is fit for any operation at all; with 


a good heart, a good pair of lungs, and a good set of kidneys 


any good surgeon can expect success. 
Dr. PowERs: I did not get in to hear the paper on appen- 


- dicitis, but from the discussion which I have heard I am led 
to, say this, that I believe it absolutely wrong to search for the 


appendix in the wall of certain suppurative cases. We_ have 


all of us seen cases in which such procedure has cost the life 


of the patient. I think we should be firm on this point. As 
to the question of operating in every case, I think we should 
feel that we do not want to be told that we must not operate 
upon any cases, neither do. we wish to be told that we must 
operate on every case. It is for us to decide on which cases 
we are to operate. That, sir, I believe is the position which 


we should take, and I believe that to be the consensus of opin- — 


jon among American surgeons to-day, that the cases should 


be selected, and not operated indiscriminately. Individual as 
rules must govern in individual cases. There is no condition | 


which demands broader or wiser judgment than this matter 
of appendicitis. Our object is to save life, and we must accom- 


plish this by suiting the operation to the case and not the 
case to the operation. — 


Dr. Lorp: I want to raise a point which I think is of value, 
and that is in regard to the plan of attack on these abscesses. 


There are too many operators, especially those who infre- 
quently operate, yet should feel that they are surgeons enough ~ 


to operate upon emergency cases, who do not have a large 


enough experience to cause them to have the greatest surgi- 


cal wisdom. For instance, the majority -of men will attack 


these cases through one point. They will make their incision © 


from McBurney’s point, and feel that that is the classical way 
to do the operation. Many of those abscesses you will find, 
after going in in that way, are located behind the cecum, and 


‘to do the operation through this point would expose the 


peritoneum to unnecessary danger. I think when we dis- 
cover that this is the situation that we should plan to attack 


the abscess posteriorly and drain without contaminating the 
peritoneum; and then, too, if we find by palpation that the 
abscess is located well over to the right, that our incision — 


should be sufficiently far over to carry us through a point that 
would not expose the peritoneum. I believe that we have 
been practicing too much the routine method of attack, and 
we should exercise more surgical wisdom in going after the 
pus. 

Dr. EASTMAN: In the first place there are certain points 
in the doctor’s paper which I most heartily endorse, and there 
are several other points which I might endorse had they been 
shaped up a little differently and been a little more descrip- 
tive and definite. I am still of the opinion, however, that to 
do a thing at the right time and in the right way determines 
a good deal our results. I believe what I said last night, that 
appendicitis is a surgical disease and that should be impressed 
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- upon the community; that also should be impressed upon the 
physicians, because in a large per cent. of cases they come 
to a surgeon sooner or later, and they had better come to the 
surgeon sooner. I mean by that that the physician should 
have a competent operator to confer with him at the very 
onset of the case, but by no means that the operator should 
operate at that time, for several reasons, and my opinions 


are based more upon the results of my work and the work of 


others than upon any theories. If a physician any place in 
the United States calls a surgeon who operates immediately 
upon the diagnosis being made, he will soon cease to call that . 
-gurgeon, and if he does not do a little more thinking than that 
the people will do the thinking for him. In a town not far 
from where I practice I saw, not long ago, from newspaper 
reports that the citizens held an indignation meeting and 
the papers were full of condemnation because the operators © 
there, the surgical aspirants, had caught the idea that every 

case of appendicitis was to be operated upon, and if operated 
upon early enough they would all recover, and if operated 
upon too late they would all die. A series of operations were 
made upon prominent people and death resulted in every case, 
and then an old practitioner who had cured some cases, whose 
cases had gotten well in spite of him, set the dogs of. persecu- 
tion on the doctors who advanced the idea that every case 
should be operated upon immediately, without any prepara- 
tion, and in disregard of the teachings of that great master 
in this line of surgery, Dr. McBurney; without studying the 
case carefully until at the end of thirty-six or forty-eight 
hours in order to determine then whether operation was to 
be done or not, or whether the case might be trusted to get 
along without an operation; until a time when we could 
make an operation of expediency, with a mortality of perhaps 
5 per cent. as against the idea of operating at the time when 
the diagnosis is made, which would make every operation an 
operation of emergency, with a murderous mortality of 50 
per cent. So I would have it well understood that there is 
a line of distinction to be drawn between operations of emer- 
gency and operations of expediency, especially in this line of 
work, where the mortality is very materially different. The 
doctor speaks of the technique of the operation. To my mind 
there are two distinct operations: First, where we may rea- 
sonably hope to secure the appendix and remove it; second, 
where we operate for an abscess. In the latter case I am 
in the habit of making the incision in the usual place, a little 
nearer perhaps to the superior spinous process of the ilium, 
cutting down to the peritoneum, but not through it, and then 
with a pair of curved scissors or with a knife with a long 
crooked handle go down between the weather-boards and the 
plaster, under the kitchen floor, then turning the instrument 
sharply break through the floor under the cook stove; the peri- 
oneal cavity is only opened under the cecum, where the pus 
is most frequently found, at the point where the appendix has 
infected the parts; and in that way I get the best of drainage 
and frequently get pus, and have seen portions of the appendix 
washed out from such a cavity as that. In that way I do not 
go directly into the peritoneal cavity, nor do I expose the area 
of intestines to the pus from the abscess. I would protest 
most emphatically against any undue amount of search for an 
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iiiiiiaaaae: and especially ‘would I object to tying off an ap- 
pendix under any circumstances or leaving any stump of 


appendix within a ligature. Where I can reach the appendix 


at all, I am in the habit of reaching down so low as to take 
up a considerable portion of the cecum, having ligated first 
the mesoappendix and its artery. By ligating the mesoap- 
pendix we cut off the circulation from a considerable area of 
the cecum, and I have known of sloughing to take place where 
a delicate and skillfully made operation for the removal of 
the appendix had been made; then with no cutting whatever 
with any cutting instrument, except to free the mesoappendix 


from the appendix, I then clamp the base of the appendix, 
cecum. The forceps should have a very slender. 


including th 
jaw.. The appendix is then severed with a cautery, while the 


cecum is being held with forceps, not with fingers. The cau-— 
tery is rubbed on the forceps jaws until the tissue in their | 


grasp is dessicated- (cooked). From five to seven Lembert 
sutures carried through the cecum over the forceps jaw, into 
the cecum again, when the forceps are unlocked and with- 
drawn from under the sutures, which draw the cecum to- 
gether over the (cooked) cicatrix. In this way we have a com- 


plete closure without any stump at all. If there is a portion 
of the appendix infected, it is all infected, and nearly always 


a portion of the cecum in and about the cecal orifice of the 
appendix is infected or ulcerated. The paper was a very able 
one, full of sound reasoning and good philosophy, and, with 


the few exceptions to which I have referred, I heartily en- 
dorse it. 


Dr. Jotty: I had not intended to participate in this dis- 
cussion at all, and I will not take up much of your time, but 


when our ‘worthy president in his remarks on conservatism 
warns us of the dangers of operating early for fear of public 
opinion, and cites a mass meeting of citizens held in one of 
his neighboring towns for the purpose of condemning the 
surgeons and operations for the relief of appendicitis, I cannot 
refrain from saying a little upon the pernicious effect of rec- 
ognizing any such meetings, or allowing it to deter us in our 
earnest efforts to relieve those who suffer from that trouble. 

Dr. EASTMAN: It was not even in my state. | 

Dr. JOLLY: I said some adjoining town; I do not believe 
a@ man such as our worthy president is, one who is looked 
upon as an authority, and a leader in abdominal surgery, and 


one who ranks high in the profession and has the recpect of © 
the public and profession aHke, means to convey the impres- — 


sion that he indorses such meetings of condemnation. 
Dr. EASTMAN: By no means. 

Dr. Jotty: Nor do I believe that hie wishes us to infer that 
we as a profession should allow any body of uneducated citi- 
zens on so important a subject to dictate terms to us when 
we stand ever ready to offer relief, as only a skillful, honest, 
and thoroughly competent surgeon can, to these poor, unfor- 
tunate creatures who have fallen victims to this dread:d 
malady. I think, my friends, that when we as a learned pro- 
fession, who are honestly and earnestly trying to do the best 
in our power for the welfare of the public, have to be governed 
by the sentiments or dictates of a rabbling public, we had bet- 
ter step down from the plane we now occupy and follow the 
plow, or do the work of a common day laborer, and turn the 
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matter over to the public and be done with it. ITamtold that | 
- we must be more conservative, or the public will do our think- 
ing for us. I ask in the name of all the advocates of the early 
operation, and the sufferers from appendicitis, what is con- 
servatism, and how can we find it? The conservative advo- 
cates fail absolutely to tell us of a single sign, or set of symp- — 
toms which go to make-up a clinical aspect of the case which. 
points to a line of demarcation, where medical treatment ends 
and surgical interference begins. I do not believe a better 
definition could be given of conservatism than a time to oper- — 
ate when our patient’s life in the hands of skillful men is — 
‘gubjected to the least danger; a time when the appendix can > 
be removed before rupture takes place, and the peritoneal 
cavity least subjected to pus infection; a time when we may 
expect a mortality rate of 2 and certainly not more than 5 > 
- per cent. of all cases of appendicitis occurring; that, as a rule, | 
if the appendix is removed within the first twelve to twenty- 
four hours of the attack, and in some cases longer, that we - 
may expect to remove the offending member without the pres- 
ence of pus, a thing the boldest surgeon is proud to avail 
himself of. 

Dr. EASTMAN: I would like to ask the doctor if he has not 
found pus in some cases in the first ten hours. | 
Dr. JoLtty: Yes, sir, and for that very reason it is all the 
- more imperative to operate early and remove it, and not wait © 
for adhesions to wall off the abscess which may never occur. 


I do not believe that those of us who advocate early operations 


wish to convey the idea that an indiscriminate cutting should 
be done, or that we endorse heroic measures, or meddlesome 
surgery in the hands of incompetent men, for as a rule it 
always puts surgery in disrepute. I fully realize that many 
cases early in the attack do not present any urgent symptoms | 
for surgical interference, and I also know that many cases 
get well without an operation at all; yet in the absence of 
any sign or symptom to guide us more accurately, I think 
we would best err by advocating an early operation, as a 
general rule, rather than to try to formulate a rule of con- 
servatism which calls for delay, with the serious dangers of 
rupture, with the attending suppurative peritonitis, and death 
that always follows in the majority of cases. It has been sug- — 
gested that we remove the appendix in every case. I cannot 
endorse that suggestion in every instance, as the appendix 
often forms a part of the walls of adhesions, and to break 
it up would mean infection of the general cavity and lead io 
serious trouble. I also wish to condemn the method of open- 
ing the abscess through the rectum, by the gentleman who 
cites five cases successfully dealt with in that way. I want. 
to say that his success is not met with by every operator. I 
can see no surgical reason why the abscess should not in 
every case be opened above, as it is less difficult, more surgical, 
. and admits of a thorough visual and manual exploration of 
the cavity, drainage better carried on, and the cavity more 
easily cleaned, and is no more dangerous. 

Dr. NICHOLS, closing: What I have written is upon my 
own authority, from my own experience, and what I con- 
scientiously believe. In a paper presented to a society like 
this, it is but courteous to.:the one who writes it that the . 
criticism of that paper be honestly confined to the state- 
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ments made in the paper. ~The honorable president, whon 


we have all learned to love since he has presided over this 
- meeting, complimented some parts of my paper and some 
parts he did not. The things he did not compliment are 
not in the paper at all. I left a great deal to be read be- 


tween the lines, and I am sorry that some of my critics did 


- not read it so. In the first place, I did not consider that I 
was before a class of students. My custom is in teaching my 
students how to perform an operation to give them the most 
minute details, but I considered that I was before a class of 
experienced operators, who have their own way of invaginat- 


_ ing the stump, or their own way of ligating, or their own 
way of disposing of it in.any manner they see fit. I did not: . 


consider it necessary to enter into the minute detail which 


goes to make up a perfect operation for appendicitis. I believe, 
gentlemen, thiaat you are above that sort of teaching. That 
is my excuse for not putting in the manner in which I oper-. 
-. ate myself and have seen various other men operate. Rich- 
_.. .ardson advises the invagination of the stump. He has sue- 


ceeded with it. Other men have never invaginated the stump 
_and have succeeded just as well as Richardson. I hardly think 


that a well balanced surgeon who pretends to do aseptic work | 


would leave an infected stump loose in the peritoneal cavity. 
They would clean it, but they would clean it in their own par- 
ticular manner. I have seen an exceedingly competent sur- 
geon take one of Parke, Davis & Co.’s tablets of bichloride 
._ of mercury and rub it on the stump until it was nearly dis- 


solved. I have seen others cauterize it with carbolic acid. 


The prime object to be accomplished is to render that stump 
clean. My friend, Dr. Freeman, I am very sorry to say, did 
not quote me correctly. I am as afraid of a drop of pus in 
the peritoneal cavity as any one else. I have a natural an- 


tipathy against pus. The suggestion was not made to break . 
down the wall and allow pus to run into the abdominal | 


cavity. It is unnecessary. It would be poor surgery to al- 


low pus to infect an abdominal cavity that was clean. My 
contention was to clean the cavity. How? I don’t care. 


But it can be cleaned and cleaned thoroughly before you re- 
move the appendix, so that it will be perfectly safe to break 
down the adhesions or break down the wall. Now, then, 
there was great stress laid upon the fact that the surgeon 
should not operate upon every case of appendicitis. You 
entirely misunderstood, those who criticised my paper upon 


that point, if you thought for a moment that I enunciated — 


that idea in the paper in any particular whatever. I know 
perfectly well that every case of appendicitis does not require 
an operation. I said so in my paper as plainly as a brief 
sentence could. 

Now, the other proposition which has been criticised in the 
paper is, should a man operate early? Should he operate the 
moment that he gets in the house, or just as soon as he sees 


the patient? I fail to recognize that in the paper. I did not | 


advise any such procedure. I did say, and what I want to 
reiterate, is that I believe that more lives would be saved if 
the purely medical attendant, as soon as he recognized the 
fact that he had’‘a case of appendicitis, or even suspected it, 
would call in a surgeon to watch the case with him and de- 
pend upon that surgeon’s judgment as to when it was the 
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. proper time to operate. That was the principle which I gave 


expression to, and that. was the idea I intended. to convey, and 
it is what I still believe,—that the surgeon should be the judge 
of the time to operate. That no one, be he experienced or not, 
can lay down an ironclad rule that you shall.operate within 
twelve, twenty-four, or forty-eight hours, but operate any 
time to save your patient. Every case is a law unto itself. 
I believe that by a proper study, by a watchful care of these 
cases, more lives. could be saved than there are now. I 
hardly believe our president meant to say that the honest, 


conscientious surgeon should be influenced in his judgment — 


by the clamor of an irrresponsible rabble. If the day has 


come, ladies and gentlemen, when.we as medical men have 


got to truckle to the man who publicly proclaims his opinions | 
in the newspaper, who airs his operations, before they are 


_ performed sometimes, in the public press, if we are to be 


influenced by the judgment of a rabble assembling to condemn. 
some conscientious man who has performed his operation 
and has lost his patient, it.is time for us to lay down our 
scalpel, destroy our diploma, and cease the prosecution of the 


study of these questions. 


THE GONOCOCCUS - ‘AS A PRIME FACTOR IN 
THE CAUSATION OF DISEASES OF THE 
‘UTERUS AND ADNEXA. 


By WINSLOW ANDERSON, A..M., M. M. R. Lonp., 
M. R.C.S. Ene., ETC., 


PROFESSOR OF GYNECOLOGY AND ABDOMINAL SURGERY, COLLEGE OF 
PHYSICIANS AND SURGEONS, SAN FRANCISCO, CAL. 


The prevalence of gonorrhea and its frightful rav- 
ages are brought to the notice of the gynecologist 
almost daily. The gonococcus infects not only the 
vulva, urethra, bladder, rectum, vagina, and uterus, 
but also the fallopian tubes, ovaries, and pelvic perito- 
neum, and may lie dormant in the tissues—notably 
the vulvo-vaginal, cervical, and utricular glands—for 
years, ready to infect or reinfect any healthy mucous 
membrane. Undoubtedly the prime cause of sterility 
in both man and woman is the gonococcus. One of 
the great causes of dysmenorrhea is the gonococcus 
and the prime etiological factor of pyosalpinx, pelvic 
cellulitis, and oophoritis and the consequent salpingo- 
oophorectomy can be traced to the gonococcus with its 
followers, the streptococcus and staphylococcus. 

Primary Sterility and Gonorrhea.—Vedeler (Central- 
blatt fuer Gynaekologie, No. 26, 1897), who investigated 
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810 sterile women, according to the British Medical 


Journal, found that undoubtedly gonorrhea is the most 


frequent cause of sterility. The average years of mar- 

riage in the series were three, the minimum one com- 
_ plete, whilst 72 of the women had been married over 
ten years. Vedeler succeeded in examining 50 of the 


husbands and found that 38 had had gonorrhea and 


34 had infected their wives. He calculates that at 


this rate 235 of the 310 husbands probably had had — 


that son eed and that about 210 must have infected 
their wives. 


Madden (London Lancet), by Dr. Chase 


in the Brooklyn Medical Journal for Octeber, 1896, 
after speaking of the invasion of gonococci into the 


uterus, fallopian tubes, etc., says: “With reference to 


the other intrapelvie complaints of which gonorrhea is 
a fertile source, I shall only here observe that long 
clinical experience has convinced me that in a large 
proportion of instances periuterine phlegmon, or, in 
other words, all those chronic inflammatory lesions 
of the pelvic serous and cefinective tissues formerly 
included in the term pelvic cellulitis, and subsequently 
better known as pefimetritis and parametritis, may 
_. be found traceabfe to that infection.” 
 _Endometritix and Pelvic Cellulitis Due to Gonococci.— 


Gottschalk and Immerwar, in Archiv fuer Gynaeko- 


logie, Baxid 1, Heft 3, report finding gonococci in sev- 


eral cases of endometritis. Acute infection of the 
pelvie organs is almost as common from gonorrhea as | 


from puerperal and other septicemic cases.—(Walter 


B. Chase, M. D., in Brooklyn Medical Journal, October, © 
1896.) Pelvic inflammations from gonorrhea are 


probably of more frequent occurrence than acute or- 
chitis in the male——(Sir Spencer Wells.) Dr. F. G. 
Moehlan, of Buffalo (St. Louis Medical Era), attributes 
pelvic diseases in women to the gonococcus in 90 per 
cent. of all cases. | 

Professor Marcus Rosenwasser, in the Cleveland 
Journal of Medicine, says: “Not less than 12 per cent. 
of all women who consult the specialist, exclusive of 
prostitutes, have gonorrhea or its sequele. It is the 
cause of not less than 15 per cent. of all cases of puer- 
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peral fever. It is responsible for 10 per dont. of all 
cases of sterility in woman.” 

Dr. Christian, of Philadelphia, writes positively on 
the duration of acute gonorrhea under treatment in © 
the Therapeutic Gazette of January, 1897, as follows: 
“For my part, I bélieve, with Taylor, that gonorrhea 
may be, and very often is, one of the most formidable - 
diseases that ean attack man.” What, then, is the 
duration of acute uncomplicated gonorthea? Finger 
- states that cases of acute urethritis with no unusual 

symptoms last from five to six weeks. In the opinion 
of R. W. Taylor a man should consider himself very 
lucky to be cured of gonorrhea in from six to eight | 
weeks. Keyes places the average duration at from 
four to six weeks. Brewer says: “Experience in the 
treatment of urethral disease has taught me that the 


‘simple cessation of discharge by no means indicates — 


a cure of the disease.” Dr. J. William White gives the 
duration of acute urethritis as from four to six weeks. 
Dr. Martin thinks a case fortunate that-is cured in 
eight weeks. Dr. Christian obtained the best results 
by daily irrigation, combined with the internal admin- 
istration of sandalwood oil and balsam of. copaiba. 
He uses astringent injections of zinc acetate or lead 
acetate, 3 grains to 1 ounce, or copper sulphate or zinc 
chloride 4 grain to 1 ounce. His favorite is perman- 
ganate of potassium, 1-4000 to 1-500. _ 

The gonococci thrive better in an acid than in an © 
alkaline medium; hence passing urine after a ques- 
tionable exposure would aid the multiplication of the 
germs. ‘The normal urethra is alkaline or neutral, but 
never acid (Jadassohn) even after passing acid urine, 
as the canal secretes an alkaline mucus. 

Gonorrhea and Prostatism.—Eraud calls attention to 
the fact that failure of treatment, in some cases of 
enlarged prostate in elderly men, may depend not in- 
frequently on gonorrheal infections, either ancient or 
recent.—(Journal of Cutaneous and ‘Genito: -Urinary 
Diseases.) 

How to Find the Gonococcus. —According to Prof. J. 
A. Wyeth, of New York, in the Polyclinic: “Place a 
small drop of the discharge upon. a cover-glass and 
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smear by rubbing two cover-glasses together; dry it by 
- passing one of the cover-glasses with pus side upward 
through a spirit flame two or three times; immerse this _ 
at oncé in a solution of methyl-blue; wash off the ex- 
cess of coloring matter by holding it under clear run- 
ning water, or by dipping the glass several times into 
_ clear water; dry the stained pus well by pressing with 
blotting paper; then cover it with a small drop of 
cedar oil; put on a thin cover‘glass and examine witha 
lens magnifying from 700 to 1000 diameters. The pe-— 
culiar double-bean shaped arrangement of the diplo- — 
cocci will be seen within the protoplasm of the pus 
corpuscle and epithelium. — 
Prevention of Gonorrhea.—Von Neisser (Centralblatt 

- fuer die Krankh. der Hard und Sexual Organe, Bd. 
‘VII, Heft 1, 1896, quoted from Berl. Klin. Woch., 36, 

See 1895) has theoretically confirmed the method of pre: 
venting gonorrhea advocated by Blokusewski-Daum. 

This method consists in dropping into the meatus, the © 
lips of which are held open, two drops of a 10 per cent. 

- golution of nitrate of silver. One drop is allowed to 
run over the frenum. Fifty patients adopted this 
treatment without experiencing the least irritation. 
Five seconds’ application of this solution always in- 
hibited the growth of the gonococcus when cultivated 
in artificial media. Weaker preparations are unrelia- | 
ble. —(Therapeutic Gazette, July 18, 1896.) | 

Gonorrhea in the Rectum According to Baer (Ameri- 
can Journal of Surgery and Gynecology), gonorrhea 
may and ofter does invade the rectum in women from — 
(1) abnormal sexual intercourse, (2) indirectly from the | 

communication with the rectum of an organ attacked 

‘with gonorrhea. By the conveyance of the germs 

_ from without by pus, or by therapeutic measures 
(thermometry, irrigation, etc.). When developed, some 
patients who have ulceration complain of marked pain 
on defecation; others discharge both pus and blood 

-via ano. . There is usually a slight discharge, which 
always contains typical gonococci. The. treatment 
consists in injection of a 3 per cent. solution of boric 
acid, and to diminish the secretion and destroy the 
gonococci solution of nitrate of silver, 1-3000, employ- © 
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ing a quart of each solution. The treatment should 
be continued until no germs can be detected in the 
discharge, usually for from five to six weeks. — 


Treatment of Gonorrhea.—Neisser, who discovered - 
the gonococcus, has made a special study of the dis- 
ease and stated in a recent discussion in the gyneco- 
logical section of the Sixty-eighth Congress of German 


Naturalists and Physicians, held at Frankfort am 


Main (Archiv fuer ‘Dermatol. und Syph.) and quoted 


3 _in the Therapeutic Gazette of J anuary, 1897, that the 
- medicaments of choice are the salts of dilver, such as 
the nitrate, argentamin, argonin, or actol, itrol, bi- 


chloride of mercury, oxycyanatum, and ichthyol. The — 
remedy must be brought in contact with every portion © 
of the infected mucous membrane and should be used 
as early as possible. _ 

Saenger (ibid) states that the een during which 
gonococci may persist is not known. He describes 


vulvitis, adenitis, urethritis, endometritis, metro-endo- 
metritis, salpingitis, and nearly all the inflammatory 


diseases of the vagino-uterine tract as due to residual 


gonorrhea. 


Baum (ibid) claims that ipdection from an old case 


when planted on healthy mucous membrane produces 


an acute attack. He claims that gonococci may re- 
main virulent in the genital tract for five or ten years. 
Abortive Treatment of Gonorrhea.—In the Ann. d. 
mal. d. org. gin.-urin., 1896, Dr. J. Janet, as reviewed 
by Dr. Swinburne in the Journal of Cutaneous and 


Genito-Urinary Diseases for February, 1897, says, in 


giving his reasons for using the permanganate of po- 
tassium treatment, that in “every case” in which he > 
has used the treatment before the acute symptoms 
have manifested themselves, among which swelling 
of the urethral mucous membrane is the most impor- 


_ tant, he has been able to attain absolute suppression | 


of the gonorrheal process, and from the beginning of 
the treatment up to the time of complete cure not one © 


of the patients showed any increase of invasion by 


gonococci.” 
Dr. Vigueron, of Marseilles, has ae Janet’s 
permanganate treatment for five years with excellent 
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success, curing patients that came under treatment 


within the first thirty-six hours in from six to ten days. 


Dr. Guiard, of Paris, has found Janet’s method su- 


perior, but used the permanganate fluid in milder so- 


lution, varying in strength from 1-10,000 to 1-6000. | 


‘He reports curing cases with six to twelve irrigations. 
Dr. Nogues, of Paris, uses the Janet method for all 

acute cases (before the fourth day after infection). 
He uses permanganate lavage in 1-4000 up to 1-500, 


the latter for the anterior urethra only. The irriga- 9 


_ tion is used at first every twelve, eighteen, and finally 


every twenty-four hours. Dr. Nogues has also found ‘ 
nitrate of silver 1-2000 and oxycyanate of mercury effi- 


— cacious in cases in which the permanganate failed. | 


Dr. Evand, of Lyons, uses besides the permanganate ts 
dichloride of mecury, met -blue, or 


let in weak solutions. | 


Dr. Desnos, of Paris, employs permanganate as fol- 


lows: He begins with a 1 in 500 solution for the an- 
terior urethra. In thirteen hours he uses a 1 in 1000 


solution. On the third, fourth, and fifth days he uses | 


1 in 5000. Thus employed within the first thirty-six 

hours after, fection he has cured seventeen out of 
eighteen @eases; the gonococci ‘disappearing after 

first, second, or third lavage. 

, Dr. Janet believes in using weak solutions of the 

permanganate, 1-10,000 to 1-5000. He employs irriga- 

tion of the entire canal. - In five years he had not ob- 


served a single case of stricture among - cases 
treated by his method. 


Methyl Salicylate in the Treatment of Gacieviin. —By 
reason of the great power possessed by methyl sa- 


licylate of penetrating investing membranes M. 


Duquaire (cited in the Journal des Practiciens) has 


conceived the idea that it will reach the gonococci even 


when they are seated in the deepest layers of the 


mucous membrane. He reports a case in which its . 
employment cured the disease in five days. He uses 


the following solution: 

Bismuth subnitrate.......... 20 parts. 
Liquid 100 parts. 
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Three injections are to be given daily. The patient 
should urinate, then take the injection, and hold it in 
the urethra as long as. possible. The injections are 
not painful—(New York Medical J ournal .—Cincin- 
‘nati Lancet Clinic.) 

— The Use of Formalin in Gonorrhea in Women.—In the : 
Journal de Medecin de Paris of August 16, 1896, De 
Smet calls attention to the treatment of gonorrhea in 
women by means of formalin. The vulva is washed 
with a 1-1000 solution of formalin, and before intro- 
ducing the speculum the vagina is washed out with a 
2 to 3 per cent. solution. It may also be well to swab 
out the cervical canal of the uterus by the use of a 
1-500 solution. Where the case is grave and there 
exists a gonorrheal metritis, surgical intervention such 
as curettage is needed, hut even in these cases the for- 
malin applications are of advantage. De Smet be-— 
lieves that formalin offers the most rapid available 
means of cure of gonorrhea in the female ih rari 
peutic Gazette.) 
_ Argonin in Gonorrhea.—Dr. Daniel, of Texas, reports 
in the American Therapist for January, 1897, thetreat- — 
ment of twenty-six cases of acute gonotrhiea. € 
gonin is a combination of silver with them 
milk.” From 3 to 10 per cent. of the argon Win puter 
was used per injection. The gonococci disappeared in 
from the second to the seventh day and a complete 
cure of the disease was emected in from twelve to 
eighteen days. 
-Lreatment of Urethritis by I chthyot and Blue Ointment. | 
—A. T. Ilinsky. (Wratch, Nos. 1, 2, 6, 1896.)—With 
this treatment fourteen acute cases and fifty-eight 
chronic cases were treated with good results. He uses 
al or 2 per cent. solution of ichthyol as an injection 
twice daily. In chronic cases the following ointment 
was of great service: 


R Ung. ciner.. 
Adipis lane, 


A soft bougie (No. 10-15) covered with this ointment 


is introduced every second day and left in place for 
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twenty-five to thirty minutes. Ichthyol suppositories, — 
eight centimeters in length (one grain in each), produce _ 
a striking effect. Visible improvement is seen in cases _ 
of prostatitis and other local urethral inflammations 


from the use of bougies of gray ointment.—(Journal 
of Cutaneous and Genito-Urinary Diseases.) 
Vaginal Douching.—Dr. Henry P. Newman, of Chi- 


cago, quotes Dr. A. E. Ellis, of Edinburgh (London 


Lancet, May, 1897), on the choice of a solution. The 


douching fluid is divided into three kinds: (1) Neutral © 


or aseptic; (2) mild antiseptic; (8) powerful antiseptic. 
The first comprises boiled water; alum, 1 dram to 


_ the pint; acetate of lead, 1 dram to the pint; chloride 


of lead, 1 dram to the pint; permanganate of potas- 
sium, weak solution, 1-5000 to 1-10,000. 
(2) Mild antiseptic .—Boriec acid, 2 drams to 1 pint; 


sulpho-carbolate of zinc, 2 drams to 1 pint; carbolic 


acid, 1-80 to 1-40; Condy’s fluid, 2 drams te 1 pint; tinc- 
ture iodine, 1 dram to 1 pint; cresol, 1-250; lysol, 1-250; 
bichloride of mercury, 1-5000; chinosol, 1-8000. 


3.) Powerful antiseptics.—Carbolic acid, 1-40 to 1-20; 
- jodine liniment, 2 drams to the pint; bichloride of mer- 


cury, 1-1000 to 1 4000; chinosol, 1-1000 to 1-8000. 


Creosote Used in Gonorrhea. — According to the Brit- 


ish Medical Journal for July, 1896, Asmus Meditzina- 


koie Obozrenie reports fifty-eight male cases of acute | 
gonorrhea treated by 1-1000 to 1-100 emulsion of creo-— 
sote injections. The patients recovered more rapidly | 


than by any other form of treatment and complications 
were rare. 


Sodium Copaibate. —Martin (Philadelphia Polyclinic) 


has been treating a number of cases of acute and 
chronic gonorrhea by the administration of sodium 
copaibate. Five, ten, fifteen, and twenty grains are 
given four to six times a day, and so encapsulated that 
they are not set free until they reach the intestinal 
tract—(American Journal of Surgery and 


cology.) 
Sodium Salicylate and Balsam for Gonorrheal Rheuma- 


tism.—Balzer (Therapeutic Gazette, October, 1896) 
recommends large doses (45 to 60 grains) of sodium — 
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salicylate with some balsam in the acute and potas- 


sium iodide in the chronic form of gonorrheal rheuma- 
tism. He immobilizes the limb, used ice bags to 
painful spots, and applies an ointment composed of | 
Acidi salicylatis, 
Olei terebinthine, . . aa 3 ijss. 
Lanolini, 
M. et ft. ung. 


Guaiacol ointinent, 1 dvaan té 1 ounce, is also em- | 


ployed. 


In chronic cases counter irritation, massage, elec- 
tricity, and turpentine baths are used. In effusion he 


uses compression. If purulent, aspirate and inject 1 


dram of a 1-4000 bichloride solution. If inflammation 
is severe, arthrectomy is recommended. 
‘The Towicosis of Gonorrhea —Gonorrheal ptomain. 


emia, or the absorption of the alkaloidal poison pro- 


duced by the gonococcus, is no doubt responsible for 


our so-called gonorrheal rheumatism and some of our 


cases of septic endocarditis. The British Medical 


Journal, under the subheading of ‘“Gonococcosis,” 


states that Dr. D’Aulnay in a reprint from Rev. Inter- | 
nat. de Med. et de Chir., December 10 and 25, 1596, 


_ publishes an exhaustive pamphlet on the diseases pro- 


duced by the gonococcus. He distinguishes the local 


and general effects of the micro-organism under the 
hames of gonococcitis and gonococcie, applying that 
of gonococcosis to the whole subject. He points out . 


that the local effects are produced by the growth of 
the diplococcus mainly upon mucous membranes, 
where it brews a toxin which can be absorbed by the 
circulatory stream. The micro-organism rapidly in- 
vades the tissues, particularly the most friable, the 
cylindrical and serous epithelia, and spreads to the 
adjoining mucous membranes, either by direct cellular 
infection or by means -of the superficial lymphatics. 
The author divides the general effects of the virus into 
two categories. First comes the action of the toxins, 
which is mainly expended upon the blood, the kidneys, 
the nervous system, the skin, and the serous mem- 
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branes, especially of the joints. Secondly, there is the 
action of the micro-organisms themselves, which are 
conveyed in the blood vessels and lymphatics either — 
separately, enveloped in leucocytes, or entangled in 
emboli, and which manifest their power of rapid 
growth when in contact with serum. They tend to 
the production of pus, which is sterile if the gonococ- 
cus is alone, infectious if accompanied by other organ- | 
isms. In the worst cases without obvious cause gon-| 


 orrheal pyemia may develop. 


Treatment of Gonorrhea in Women. Gonorrhea is es- 
- sentially a local disease of the mucous membranes de- © 
pending upon a specific pathogenic germ. When this 
germ is attacked early by appropriate remedies the — 
disease can be aborted. When allowed to “run its 
course” as a “self-limited disease” we must not be sur- 


_ prised to find septic or alkaloidal (ptomaine) poisoning | 


nor any of the many serious pelvic complications. 

When we remember the pathological process in- 
duced by the gonococeus in mucous membranes it is 
clear that our first object should be to destroy the 
pathogenic germ. For this purpose any of the fol- — 
lowing germicides may be used: 


Permanganate of potassium. to 1- 10, 000 
—Bichloride of mercury -1-1000 to 1-10,000 
Peroxide of hydrogen...... 1 to 4 or 1 to : 
Carbolic acid....... 
Creosote ...... 1-100 to1-50 
Sat. sol. salicylic acid in alcohol... ..1-10 
Sulphate of zinc...... 1-100 to1-10— 
Iodoform........ Powder or ointment 
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Chlorine water............. 1-100 to 1-50 
Labarraque’s solution to 1-10 


The plan of treadieient which I have found most sat- 
isfactory is as follows: When the case comes under 


observation within the first thirty-six hours after con- 


tagion, I swab cut the vagina thoroughly with a 1 in 


500 solution of potassium permanganate, using a large | 


cotton swab after dilating the vagina by means of a — 


wire speculum so that the remedy shall reach all the 


parts of the mucous membrane between the vaginal © 
ruge. I next wipe out the cervical canal and the 

urethra with the same solution and apply a vaginal 
tampon against the cervix soaked in a solution of 1 in 
5000 of permanganate of potassium in boro-glycerine. 
The patient is then sent to bed and a liberal compli- 


ment of blue mass given. The next morning 2 ounces 


of a saturated solution of magnesium sulphate is 


given. Every six hours after the first application a 


douche of one gallon of sterilized water with 1 in 1000 
permanganate of potassium is given at a temperature 
of 110° F., applying after each douche the permangan- 
ate and glycerine tampon. This treatment is con- 
tinued for twenty-four to forty-eight hours, after 
which the douches are administered every eight to 
twelve hours and the strength of the permanganate 


is reduced from 1 in 2000 to 1 in 10,000, continuing 


the glycerine tampons with or without the permangan- 
ate, ichthyol, chinosol, or any other antiseptic best 
suited. The diet must be bland and non-irritating and 
large draughts of demulcents administered. With 
these simple measures the extension of the disease 
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into the uterus and urethra is prevented, the gonococci 


are destroyed, and the case is generally cured in from 


five to ten days. When the disease is subacute or 
ehronic, which it becomes in from one to six weeks, 


' these simple measures will not suffice. If the urethra 
and Skene’s urethral glands are infected it is neces- 

sary to apply the antiseptic more frequently to these | 

_ parts. For this purpose I often use peroxide of hy- | 
drogen, 1 to 4 of Marchand’s medicinal strength. 

When the vulvo-vaginal glands are involved, as they 

invariably are after the first week of the disease. L 


catheterize the ducts and inject peroxide every day by 
means of a small canula. Should the cervical and 
-utricular glands be infected, as they are apt to be in a 


week or two of untreated gonorrhea, I know of no bet- ~ 
_. ter treatment than a thorough curettement followed © 
_ by the application to the uterine surface of equal parts 


of iodine and carbolic acid and then packed with iodo- 
form gauze. The hot antiseptic vaginal douches of 
permanganate, 1 to 1000 to 1 to 10,000, are used twice 


cn daily. The bowels are kept relaxed by salines. Meat, 


spices, wine, beer, and spirits are forbidden. When 
the urethra and bladder become infected I frequently 


wash them out daily with a 1 in 10,000 permanganate 


solution or a boric acid solution. In the subacute and 
chronic stages sandalwood oil and the balsams, with 
the acetates and citrates of sodium or potassium, are 
serviceable. Anodynes, such as hyoscyamus, the 
bromides, or chloral, may be required. Our efforts 
should be first directed towards the killing of the 


coccus as well as towards the prevention of further 
extension of the disease into the uterus and Fallopian 
tubes, which I believe can be accomplished if the case 


is seen within the three first days, by the methods 1 
have described. When the disease has reached the 
uterine cavity we cannot do better than to treat it vig- 
orously to prevent its entrance into the tubes, and the 
curette offers the best results in my hands. Even af- 
ter the gonococcus has entered the tubes it cannot 
thrive there, and if there is no fresh infection from the 
uterus much damage may be prevented by the early 
use of the curette and intrauterine medication, as the 


; R + 
> 
a 
; 
+ 
‘ 
+3 
7 
ew 

‘ 

Nig 
& 
é 
- 
% 
4 
4 + 


a 


— 


278 WESTERN SURGICAL AND GYNECOLOGICAL ASS’N. — 


gonococcus cannot live in the abdominal cavity. The 


_staphylococcts and the streptococcus, however, which | 


frequently accompany the gonococcus, seem to flourish 
both in the tubes and pelvic cavity, inducing the many 
serious sequelze which the gynecologist is so frequently | 


called upon to treat. Skene’s glands, the Bartholin 
glands, the cervical and utricular glands are the hiding 
_ places of the gonococci, and I believe they may lie dor- © 


mant in these secluded nooks for years, ready to infect 


or reinfect healthy mucous membranes at any time. 


I therefore direct dguisniuaaisl attention to these seques- 
tered spots. 
_ My experience with chinosol has been highl y satis- 


factory. Likewise the bichloride used thoroughly and 


systematically has proven itself efficient, although at 
times setting up considerable irritation, which the per- 


manganate does not do to the same extent. Iconsider _ 
-it, of importance to use antiseptic tampons of any of ~ 


the established germicides in order to prevent the en- 


trance of the coccus into the uterus, as well as to keep 


the walls of the vagina apart. . I also use an antiseptic. 
vulval pad soaked either in the permanganate or bi- 
chloride solutions to prevent the urethra, vulvo-vag- 
inal glands, and rectum from becoming invaded. In 
the acute stage the patient is kept in bed from one to 


three days and then allowed to assume her duties. In 


the chronic cases a thorough curettement and antisep- 
tic treatment with two weeks’ rest in bed has been 
most successful in my hands. Thorough systematic 
treatment (which is not readily submitted to by pa- 
tients) is the sine qua non of an early cure or a possible 


prevention of the frightful ravages of this dreadful 
disease. 


ECTOPIC GESTATION, WITH REPORT OF 
CASES. 


By T. J. BEATTIE, M.D., 


CL INICAL PROFESSOR OF GYNECOL OGY, KANSAS CITY MEDICAL COMLEGE, 


KANSAS CITY, MO. 


My objeet in selecting this subject is because I think 
it should interest all practitioners of medicine: The 
majority of these cases are seen first by the general 
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and he should at least in 
general way the points of diagnosis. If you will ex- 
amine the literature of this subject you will find that 
cases of ectopic genstation were recognized many 
years ago. Even as far back as the sixteenth century 
cases were reported, but no definite classification was 
suggested until the time of Dezeimeris, in 1837, when 
a classification was suggested and valuable contribu- 
tion foltowed from workers in the surgical field. 

The important work in the etiology, symptoms, and 
diagnosis was not accomplished until the time of Law- 
son Tait, Parry, and Price. Within the past few — 
years, since so much valuable work has-been done in 
abdominal and pelvic surgery, this condition has been 
more frequently recognized and the treatment more © 
satisfactorily carried out. Probably to Lawson Tait 
_ is due more credit than to any other surgeon for his— 

careful investigation of cases of ectopic gestation. 

He clearly demonstrated that all are tubal, and that 

when pregnancy takes place out of the uterine cavity 
it is indicative of some pathological condition existing | 
in the mucous membrane of the tubes. He claimed 
this condition due to destruction of the ciliated epi- 
thelium of the oviducts, preventing passage of the 
ovum into the uterine cavity. Whether we accept 
this theory or the theory of Virchow, Fritze, and oth- 
ers that it is due to constriction of the tube from bands © 

of adhesions due to inflammation of the serosa of the 
pelvic organs, all agree, I believe, that it occurs usu- 
ally in women who have reached the middle age of life 
and have been previously exposed to influences which 
would cause inflammatory tubal disease, adhesions, — 
constrictions, and where —e ‘sterility has ex- 
isted. 
Like many other abdominal and pelvic conditions, | 
the symptoms of ectopic gestation may be extremely 
obscure. The physician is often called to see the case 
when alarming symptoms have appeared, and the pa- 
tient from hemorrhage into the peritoneal cavity may 
have extreme abdominal pain, fainting, cold sweats, 
small pulse, collapse, and death. The more favorable 
cases are those where rupture has occurred in th? 
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broad ligament or where from gradual enlargement 
of sac bleeding from superficial vessels has occurred, 


causing some colicky pain, faintness, acceleration of 


heart action. These attacks may recur several times 
before rupture takes place and the physician is given > 


-—- an opportunity to carefully make his diagnosis. 


The following Case No. 1 is interesting, especially 
_ because of the alarming hemorrhage which took place 
in the tube without rupture: Mrs. K., age about 30 
years, married ten years, but never to her knowledge 
conceived. Was treated some five years ago at one of 
the college dispensaries and was advised at that time 
to have some operation done for endometritis and 
dysmenorrhea. Near the first of September last Dr. 
Bruehl was called hurriedly to see her. on account of 
_terrific, colicky pains in abdomen. She had a pale, 
pinched countenance, was broken out with profuse 
perspiration, and was in great misery. Pulse 130, tem- 
perature 103°. The abdomen was somewhat swollen, — 
and very tender. Percussion gave dullness on right 
side extending almost to the umbilicus. Upon vaginal 
examination the uterus was pushed to left side and 
immovable, on the right side was a soft, boggy mass, 
- which the doctor thought to be an abscess. He said 
he was not altogether satisfied with the examination, 
as the parts were so extremely tender. She was taken 
_ to the hospital immediately and in consultation we 
were both satisfied that it was a case of pelvic perito- 
nitis, but whether or not it was septic we were in 
doubt. On account of the extreme shock and depres- 
sion, and thinking our patient would die if any opera- — 
_ tive procedure was undertaken, we decided to admin- | 
ister opiates and stimulants and postpone operation 
for twenty-four hours.. In twenty-four hours the 
Symptoms abated somewhat in character and we 
waited for another twenty-four hours; when placed 
upon the operating table and the abdomen opened, 
_ to our surprise, as we were both quite certain that 
a purulent accumulation existed, we found an enor- 
mous cystic tumor on right side which reached almost 
up to the umbilicus. We thought it was an ovarian 
tumor, but upon more careful investigation saw 
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plainly that it was a distended. fallopian tube, SO 

extremely adherent to the surrounding structure that 
removal seemed out of the question. Fearing that 
the accumulation was purulent, and thinking we 
could separate the adhesions if the contents was re- 
moved, we attempted to aspirate and found the con- 
tents to be dark, semi-coagulated blood. In trying to 


loosen the adhesions an opening was made in the in- — 


testine. After repairing the rent made in the bowel 
we deemed it advisable to lay open the tube and re- 


- move its contents. We found a tubal pregnancy 


about six or eight weeks, where hemorrhage had oc- 
curred, distending the tube, but not rupturing. Had 
| rupture occurred she would in all probability have 
died. After removing the contents, the tube was care- 
fully sewed to peritoneum and general peritoneal 
cavity protected, the distended tube packed loosely 
with gauze, and the patient put to bed. She made an 
uninterrupted and to- seems in perfect 
health. 
— patient will often give a history of euiniiete 
— cessation of menses, or a bloody discharge may con- — 
tinue at irregular intervals with the other signs of 
pregnancy. Often when they have passed one men- 
strual flow, or possibly two, they will begin to have a 
slight bloody discharge, which, upon careful examina- 
tion, will contain shreds of the decidual membrane. 
~The breasts, as a rule, swell less and are not so pain- 
ful asin normal pregnancy. Gastric disturbances are, 
as a rule, not so severe as in normal pregnancy. The 
physical examination will show the uterus slightly en- 
larged, soft, and the cervix patulous, it may be inclined | 
to one or the other side, and to one side or slightly be- 
hind and laterally a mass, which is very sensitive, 
slightly elastic, and usually the size of a hen’s egg, will 


be easily felt. These symptoms would dictate to the — 


physician’s or surgeon’s mind a growth outside of the 
uterus. This should for a few days be carefully 
watched, and if alarming symptoms do not occur in the 
course of a few days, the growth will increase in size 
with no increase in size of uterus. With these symp- 
toms I think it the duty of every surgeon to resort to 
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surgical means at once and not wait until possibly a — 
terrific hemorrhage may occur in the peritoneal ¢avity 
and cause death in a very short time; that positive 
symptoms of this condition are easily made out I think - 
is a mistake. A physician who is able to clearly lay 


down symptoms of ectopic gestation where a diagnosis 


might be made in all cases, is theorizing and will not 


stand the test at the bedside. Many writers have ad- 
_vised the use of electricity, but from carefully looking 
over the literature it is, like the use of electricity in _ 
many other abdominal and. pelvic conditions, of very | 
little use. Could these cases be diagnosed before any 
‘symptoms of hemorrhage have occurred and death of _ 
the fetus produced by the use of electricity, the prod- 


ucts of conception might remain in the tube, forming 


the so-called: mole, or become calcified and remain in- 


definitely without harm to the patient. The physician 
or surgeon is usually called to see these cases when 
alarming Symptoms have occurred, and I think each 


- case is an individual one and its management: ‘should 
be guided by the symptoms that occur. 


The following cases have occurred in my practice 


recently: 


II.—Mrs. §., 28 years of age, eight 


years, mother of thiree children, and has had two mis- 


carriages. Had been an invalid for about two or 


three years and consulted several physicians; was 
treated some two years ago for some obscure pelvic 


trouble. She had been unwell regularly, except the 


last menstrual flow was very scant and lasted only a 


part of two days. Had no symptoms of pregnancy. 


_ She had two weeks previous to my visit, October 26, 


called a physician on account of shurp, lancinating | 
pains in lower part of abdomen and pelvic regions, - 


_ and on account of a return of the abdominal and pelvic 


pain I was called to see her. Upon physical examina- 
tion there was tenderness of all the pelvic organs, 
uterus somewhat enlarged, soft, and slightly movable. 
To the left, and posterior to the uterus, was a small 
tumor, very tender to the touch. There was no.eleva- 
tion of temperature, but the heart’s action was some- 
what increased. Bowels had been regular. I advised — 
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sealants rest ‘iil close watch of the symptoms, as I 


was suspicious of extrauterine pregnancy. In about 


twelve hours I was again called, with symptoms in- 
creasing in severity and much more shock to the sys- 
tem. I again examined the pelvic organs through the 
vagina and found, instead of the partially movable 
organ, a soft, doughy mass which seemed to fill up the 
entire pelvis. I at once advised operation. Upon 


opening the abdomen we found a tubal pregnancy on 
the left side, without any hemorrhage in the peritoneal ~—— 
cavity. The tube was removed, abdomen washed out 
and closed without any damage. The patient made ye 


an uninterrupted recovery. 


Case III.—Mrs. B., age 26 years, married three — 


years; never had a living child, but several miscar- 


_viages. For one year previous to the time I saw her 


her menstruation was regular, except the last men- 


strual flow, which was scant. There was a history of 


- gonorrhea in the husband. She had been an invalid 
for some time, which she attributed to the miscar- 


riages that occurred first year married 


At one time she was confined to her bed with what I 
am satisfied was a pelvic peritonitis. She called a 


_ physician some three weeks before I saw her for col- 


_ icky pains in abdomen and extreme depression. From 
_ that time until I saw her she was unable to leave her 
room. The physician admistered morphine hypoder- 


-mically and advised absolute rest. When she was 


again attacked with pain in the abdomen I was called. 
Upon physical examination I found a tender mass 
within the pelvic cavity which, while not soft, gave a 


peculiar non-resisting impression to my examining ~ 


finger. I expressed myself that it was either an ab- 
scess or an extrauterine pregnancy and I called Dr. A. 
_ L. Fulton to see the case with me. When we men- 
tioned pregnancy, her husband said he was sure no 


pregnancy existed and we could ascertain no symp- 


toms. Temperature had been high for some time and 
she had a rapid but regular pulse. We were of the 
opinion that it was a case of pelvic abscess, and fear- 
ing that she could not survive an abdominal operation 
the patient was prepared as quickly as possible for a 
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vaginal operation to evacuate the pus. Upon passing | 


an exploratory needle I was surprised to find my as- 


pirator bring forth blood that had been in the pelvic 


cavity for some time. We were now certain that we — 


had to deal with a case of extrauterine pregnancy 


when rupture had occurred and felt that we had bet- 


ter go in from above. The abdomen being opened, 


we removed an enormous amount of blood that had | 
- evidently been in the abdomen for some time. Many 
adhesions were found and the tube removed. Thor- 

oughly irrigating the abdomen we closed the parts, 


making provision for drainage. Patient never rallied — 
from the operation, but died in a féw hours. I have 


thought that if I had gone in from below I could have > 
- operated upon this case without so much shock to my 
patient and probably saved her life. She was at the _ 

time of the operation suffering from blood poisoning 
_ which occurred from changes taking place in the blood 
that remained so long in the abdomen. | 


Casz IV.—Mrs. 8., age 28, married several years, 
mother of one child, ‘consulted me first at the college 


‘dispensary for pelvic trouble, and I ascertained what 
I thought was a pyosalpinx on the left side, with a 


general pelvic hyperesthesis, and advised operation for 
same. At this time she gave me a history of some 
pain during menstruation, but was quite ‘regular. 
About three weeks after my examination her husband 


called me by telephone to prescribe for his wife, who 
he said was suffering from pains in the abdomen. 


The next morning I was again asked to prescribe for — 
her and thought best to see the case. She had a tem- 
perature of 103°, pulse 120. Symptoms of marked de- 
pression and quite a good deal of pain, abdomen dis- 
tended and very tender to touch. I thought at this 


time that she had a general septic peritonitis from 
rupture of the pus tube and I advised operation at 


once. Patient removed to hospital, but symptoms of 
depression and weakness were so great and her hus- 
band was so opposed to an operation. that I thought 
best not to operate. Patient died in about twelve 
hours. Post-mortem.—Ectopic tubal pregnancy; 
ture; profuse hemorrhage i in abdomen. 
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VALUE. OF SURGERY IN NERVOUS 
DISEASES. | 
By HENRY WALDO COE, M.D., 
IN CHARGE OF MINDSEASE SANITARIUM FOR NERVOUS AND MENTAL 
DISEASES, ETC. 


It was as late as 1884 that a leading surgeon of 
America, in the greatest surgical work of that day’, 


commenting on the value of cerebral localization, had 


_ this to say: “There are already on record at least five — 
cases in which success, as regards the discovery of the 
lesions, has attended an operation guided by cerebral 
- localization, and in three of these cases the patients 
have recovered or been relieved.” To the majority of 
us who have been long in practice it may not be un- 
profitable to take a retrospective view of the science 
of surgery of the brain, since it is the type of surgery 
of the nervous system, and to compare earlier opin- 
and methods those of to-day, and I think 
that we must agree that in no field of the general 
‘science of medicine are the changes of modern times 
so vividly manifest as in the department devoted to 
the relief of diseases of the nervous system by sur- 
gical measures. It is safe to say to-day, thirteen 
years after the foregoing was published, that ten 
_ thousand operations, guided by cerebral localization, 
have been performed, and more than likely such a 
number has been recorded during the present year. 
The foregoing writer, fearing that the enthusiasm 
manifested’ by him might be deemed irrational or. 
visionary, felt it incumbent upon him to also say: 
“Let no one think that I am contending that cerebral 
localization can be frequently available for surgical 
purposes as indicating an operation. This must be 


set comparatively rare, although I believe that confidence 


resulting from more extended experience will, in the 
future, lead to more frequent interference.” In the 
brief lapse of time since the foregoing was written 
cerebral localization has developed until it is now 
considered not only valuable, but preliminary to a 
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vast number of surgical procedures upon the brain, 


in facet, absolutely essential for the procurement of 


that brilliancy in results which SO Sbiaconcteaied follow 


its employment. 


Certain localized areas of the cerebral cortex were 
believed to possess peculiar or partial control over 
definite groups of muscles, although there was much 


dispute and discussion over this question, and not 
until the great French master of neurology,’ in 1883, 
laid down the dictum, “There does not yet exist a 


single accurate observation of a destructive lesion (of 


the brain), outside of the motor area, having produced 
permanent paralysis of the opposite side of the body, 


nor does there exist a single accurate observation of a_ 


‘destructive lesion of any such convolution which has 
not given rise to permanent paralysis of the opposite 


side of the body,” did brain localization begin to 


assume the important position toward which it had © 


been slowly advancing during the past. While we 
may make some immaterial modifications of the form, 


but not the spirit, of the foregoing proposition, upon 


the whole, it stands to-day as the foremost, if not the 
first, clear enunciation of the basic truth of localiza-— 


tion, proceeding from which there has been developed 


later and more positive knowledge regarding the in- 


tricate afferent sensory mechanism, as well as a more 


complete legge of the minutia of the muscle 
control. 


This paper cannot mention all the dianeaens of the 


-hervous system for which the methods of modern 
surgery are applicable, but gives a few instances only 


as illustrative of the reliance which neurologists of 
to-day place in surgical intervention. It is not my 
intention to appear as an advocate of surgery for. 
nervous diseases in contradiction to their medical 
treatment, but to remind you that in some cases of | 
these diseases there are ofttimes conditions which 
indicate that neurological medicine should give way 
to neurological surgery, and in what is here said, 
recent authorities alone can be referred to. | 

While speaking on the subject of surgery for nerv- 
ous diseases, it is well also to remember the influence 
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possessed by the nervous system in the outcome of 
_ surgical operations of all kinds. In the language of 


Moyer,® we should remember “the great importance | 


of the nervous system in surgical work, and that a due 
appreciation of it is an important factor in prevent- 
ing mortality and in realizing that full benefit of opera-— 
_ tive work,—a restoration to health.” It can scarcely 
fail to afford us satisfaction to compare the mortality 
rate of brain operations thirteen years ago with that 
of the present day. The older writers, Blohm, Otis, 
Pirogoff, and others gave the mortality of trephining 
- operations at from 51.25 to 70 per cent.; but the writer — 
before mentioned,’ speaking of the of. 
former vital statistics upon the subject, gives the 
mortality from such surgical procedures per se at 


from 10.69 to 15.29 per cent., after excluding mortality 
risk from the comeouiiteat: pathological conditions 


which have -indicated operation. The author re- 
-cently* pointed out that in a series of secondary 
operations for traumatic epilepsy performed by him 

the mortality had been nil and serious symptoms un- 
_ known, and this is practically the result obtained by 
all operators of much experience during such time. 
This demonstrates that not only has almost complete 
immunity from danger been reached in these cases, 
but that this greatly advanced position has_ been 
reached only during the past few years. | 
_ Exophthalmic goitre is one of the nervous diseases 
for which surgery has recently offered relief. Re- 
section of the cervical sympathetic has been done of 
late, and the present year has more than doubled the 
recorded cases treated in this manner. Among other 
recent writers, Jaboulay® reports three cases under 
his care where the favorable results were immediate 
and striking. This operation is certainly less bloody 
and not more difficult than thyroidectomy, but the 
latter operation has more friends than the former in 
this country. The danger to life is not material in 
resection, but those of you who have operated on the 
thyroid gland will agree with me that thyroidectomy 
is one of the bloodiest operations known to surgery. 
I think, not having experimented upon the cadaver 


: 
- 
4 
~ 
= 
é 
> 
4 
‘ 
% 
4 
~ 
im ‘ 


288 WESTERN SURGICAL AND GYNECOLOGICAL ASS’. 


or searched upon the living subject for this nerve, 
that its resection would be somewhat difficult. This. 
operation | is mentioned because it is new, although 
until more light is shed upon the: subject I believe 
_ that I shall adhere to the older procedure, and, in fact, 
am now preparing a case for thyroidectomy. 
Beck’s* report of seventy-six operations for brain 
abscess is perhaps a fair estimate of reasonable re-. 
sults in a condition where hope alone is offered by 
the surgeon’s hands. Thirty-six of these cases were. 
for traumatic abscess, of which twenty-three recov- 
ered. Of the total seventy-six cases operated upon, — 
forty recovered. In thirty of the traumatic cases 
exploratory. punctures were first made for diagnostic 
purposes, followed by excision and drainage. The re- 


-coveries were mostly from cases of abscess in the - 


temporal region. 
Many neuropathic conditions are found to have their 
origin in irritated nerve trunks, which are bound — 
down in dense adhesions or by cicatricial tissue, where 
operative procedures alone offer a solution of the 
difficulty. Some practitioners are inclined to the be- 
lief that the gynecologists of the past have, in their 
enthusiasm, magnified the importance of operations 
for adhesions within the abdominal cavity, and while 
_ there may be some truth in the belief, yet the numer- 
ous cases which have come under the observation of 
nearly every practitioner of medicine where removal 
_of the constant tension upon the great nervous supply 
of the abdominal and pelvic viscera, both spinal and | 
sympathetic, by abdominal section has afforded relief. 
can scarcely fail to convince that there is much in the 
assumption of these careful operators for such cases. 
By the removal of tension from constricting bands 
in the deeper tissues of the limb following rheumatic, 
gouty, or other inflammatory states, relief from per- 
sistent neuralgias, and, in some cases, local paralysis, 
are among the brilliant results obtained by the sur- 
geon. A persistent burning neuralgic distress, th» 
area of greatest intensity being somewhat definitely 
located in the sciatic or other nerve trunk, has led me 
to make an exploratory incision in two instances. In 
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one a well-marked cicatricial contracture of the ep:- 

neurium was discovered, which was freed by careful 
dissection longitudinal to the nerve trunk; while in 
the other no lesion was discovered. The pain ceased 
promptly and permanently in the second case, while 
in the first relief came only after weeks of general 
treatment. It has been urged in these two cases that 
the one having the lesser amount of surgery did 


_ better, and therefore none at all would have been 


best. Answering this, I have pointed out, as I do © 
now, that the recovery in the second case was un- . 
doubtedly the result of the operation, this result — 
being produced perhaps by the manipulation of the 
nerve trunk during the examination, and by radical 
counter irritation in other tissues incident to the 
operation. The ultimate recovery, although some 

what delayed, of the first case with a useful limb, was, 
_ I believe, largely due to the operation upon the con- 

-_trited sheath, and the satis was ever grateful that | 

it had been | 
A patient was refer red to me for a _ persistent 
neuralgia of a mild type affecting the right shoulder. 
Upon careful examination it was discovered that he 
was subject to periodic attacks of purulent otitis: 
- media, and the case was referred back to the doctor 
who sent it to me, who was himself a surgeon, with 
the advice that radical surgical measures for the relief 
of the ear trouble should be instituted. Under ap- 
propriate treatment, which included the removal of 
the ossicles, the patient recovered from his neuralgia. 
A somewhat similar case has just come under my. 
observation, where the patient had a minute sinus 
- over the inferior maxilla, and the exciting cause of 
the neuralgia is undoubtedly due to a carious tooth. 


Jt should be remembered that the branches of the 


fifth nerve are distributed to the shoulder, and caries 
of the ossicles of the middle ear and of the bones of 
the face should be carefully looked for when the per- 
sistent pain of a,mild character exists in this region. 
~ Resection and implantation of nerve trunks are 
among the striking modern achievements and are of 
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much interest to me, although I have never yet done 


an implantation. I remember the case of a gunshot 


wound of the axilla, the first patient suffering from a 


serious accident for which I had the responsibility of 
treatment. He was a boy 16 years old, who, in drag- . 
ging a double-barrel shot-gun from a boat, discharged > 
both barrels into the right axilla. The skin, mus- 


cular tissues, blood vessels, and other soft parts, in- 
cluding the brachial artery, had been torn away, and 

I can yet remember with what feeling of responsibility 
IT examined this ghastly wound, and a realization has 


ever since been present, which was then forced upon 
me, that the practice of surgery in the country, away 
from immediate and competent assistance, is the most 
exacting position into which any of us can be placed, 

and which fact gives me a feeling of respect of the 
highest character for the suburban practitioner, the 


older members of which have always had my rever- | 


ence and the sentiment below my admiration: 


“In the night-time or the daytime, he would rally brave and 


well, 


Though the summer lark was fifing, or ‘the frozen lances fell; 
Knowing if he won the battle, they would praise their Maker’s 
name, 
Knowing if he lost the battle, then the doctor was to blame. 

‘Twas the brave old virtuous doctor, 

’Twas the good old faulty doctor, 

’Twas the faithful country doctor— 

Fighting stoutly all the same.’—Carleton. 


‘I recall the appearance of branches of the brachial 
plexus dangling in the wound, some punctured and 


mangled and others sundered entirely. Asepsis was | 
..  -then-unknown in the treatment of such a wound; and — 


while resection of these nerve trunks, even under 


a _. present methods, would. have given only a hope of 


recovery, yet the main en griffe which the patient had 
a few years later has been one of the nightmares — 
which has marred for me the pleasant memories of 
general surgery. If nerve implantation and asepsis 
had then been in vogue it is possible that much of 
this deformity would have been prevented and a re- 
entry of nervous impulses established over an exten- 
sion of axis cylinders, sent out from the stump ends 
of the nerve trunks through the transplanted foreign 


¢ 
* 
ti 
‘ 
| 
4 
4 
43. 
a. 
ate 
ay 
a3 
4 
RE 
é| 
‘ 
| 
| 
+ 
| 
| 
| 
‘ 
| 
| 
| 
if 
‘ 
+ 
“ 


SEVENTH ANNUAL MEETING. 


segment, acting as a guide to the process of stimu. 
lated nerve repair in such cases. I think that we can | 
no longer assume that the implanted portion of nerve © 


trunk, with its axis cylinders, become part and parcel 
of the tract into which it had been transplanted, 
after the numerous, careful, and well authenticated 


experiments and the report’ of Dr. G. Carl Huber, of 


the University of Michigan, which show that the 


foreign body simply acts as a well- directed truss ap-_ 


_ paratus for nerve building, and that it is itself re- 
placed by terminal prolongations from the old nerve 


trunk ends. Regardless of what the process of repair — 
may be, however, the methods mentioned are of silnes 


practical value. 


The local treatment of neuralgia by saturation of the 
tissues through cataphoresis is a surgical procedure, 
as contradistinctive from the internal and medical 
treatment of this affection. In a former paper® ref- 


erence was made to an appliance devised by me for 
the use of various substances in solution for this 


method of medication. The hopeful view then ex- — | 


pressed, two yéars ago, is now emphasized, and a 
paper is now in process of construction in which sev- 
eral cases, markedly chronic and intractible, will be 
reported where other methods had been employed 


without success, but where relief followed cataphore- 
sis. It is especially applicable in the treatment of 


supraorbital neuralgia, and consists in an electrolys- 
tic saturation of the nerve trunks and fibers with the 
minutest amounts of medicament in appropriate 
strength. For intractible neuralgia neurotomy has 


had its day and neurectasy has at present few advo-— 
cates. For neuralgia-of the fifth cranial nerve, where | 
persistent internal and electrical treatment have 


proven unavailing, neurectomy should be employed. 

In January, 1896, Keen® reported six cases of resec- 
tion of the Gasserian ganglion for trifacial neuralgia, 
in two of which there was some recurrence of the 


pain. This report from an operator of such ability. 


and skill should teach us that we ought to be careful 
in the selection of cases for operations, for the mor- 


tality rate is about 15.per cent.; yet the proportion of 
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recurrences is in Keen’s cases remarkably high, for 
in about one hundred other recorded operations not | 
10 per cent. have shown a return of the pain. Neu- 
rectomy for trifacial neuralgia at the three principal 
formina, with cautery to the nerve ends, according to 
the methods of Tansini,*® may be given trial. It has 
the advantage of being devoid of danger, and the 
paper referred to reports success after its employ-— 
ment. After such treatment, if there should be any | 
recurrence of the distressing symptoms, the graver 
procedures can be promptly invoked, with the knowl- 
edge that the patient’s general health has not suffered 
by the delay. The ligation of the common carotid © 
artery, as reported** by Dr. B. M. Riketts, for tri- 
facial neuralgia will not, 3 believe, meet with much 
favor. 
: Unfortunately, in most conditions indicating neu- 
rectomy other than about the face, the a 


= 


always feel like hesitating iefore adopting such a 
procedure. <A case under my observation at this time © 
is in point. A man, aged 34, single, good family and 
personal history; occupation, farmer; referred to me 
by Dr. D. H. Rand, of Portland, has a tumor involving 
three collateral branches of the nerve in the 
=a cea beee palm of the hand. There is almost complete paralysis 
: of the muscles supplied by these nerve divisions. The 
— tumor is the size of a small bean, is tender upon pres- 
i@ | sure, and there is considerable pain in the fingers. 
= : Todids and mercury internally and oleate of mercury 
‘| eee locally have been given thorough trial; and an at- 
ia tempt has been made to reduce the tumor by galvano 
puncture. If there is no further improvement in the 
= ease during the next few weeks an exploratory in- 
cision will be made, and if exsection is found to be 
necessary implantation or artificial neural anastamo- 
sis will be employed. If re-establishment of nerve 
continuity and impulse fails, amputation of the finger 

most involved will be done. 

At the session of the American Neurological Asso- 
ciation, held in Washington, D. C., May, 1897, a paper 
was presented upon “Spasmodic Torticollis.” Dr. 
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Walton says’? that treatment other than operative is 
ineffectual in well established cases and that opera- 
tions for this affection have usually been too limited 


than too extensive. He advocates the resection of 
_ the spinal accessory and the three first. posterior 


branches of the cervical nerves, and also exsection of 
the affected muscles; and he believes that while ab- 
solute cure cannot be expected in over one-half the 


cases, improvement in a great majority of cases does - 


occur. While able authorities who discussed the 
treatment of this affection did not take so roseate a 


view of operative treatment as did Dr. Walton, yet 


it was conceded that as radical and complete work 
had not been done by others, and the medical care of 
such cases was acknowledged to be unsatisfactory in 


most cases. The danger of the operation is scarcely 
worth considering, although the degree of skill re-— 


quired upon the part of the operator is not meagre. 


Upon a private patient of Dr. H. M. Biggs, upon whom 


I saw Dr. Joseph Bryant operate at St. Vincent’s 
Hospital, in New York, where the involvement ap- 


peared to be manifested altogether in the sternocleido- 


mastoid, and in which neurectomy was done upon the 
spinal accessory nerve, the movements seemed exag- 
gerated after the operation, even while the patient 


was yet under the influence of the anesthetic. ‘I have 


been informed that this patient, who was confined to 
his bed for many weeks, and whose head was made 


immobile by plaster bandages, ultimately recovered. 
The choreic habit evidently had much to do with the 


post-operative manifestations in this case, the associa- 


tion muscles having, perhaps, taken up the work of © 
their former active and then disabled fellow. Rest, | 


counter irritation, fixed immobility, and other me- 
chanical processes, together with electricity and in- 
— ternal medication, were advocated in the discussion of 


Dr. Walton’s paper before referred to, and the advice 


to try everything else before the evokement of radical 
surgical methods was no doubt proper, but in view of 
the hopelessness in most cases from such treatment, 
it would appear to be advisable that operative surgery 
should be given a moderately early trial. 
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Before a general practice had been cut down to 
embrace only neurology along medical and surgical 
lines, several cases of spasmodic torticollis came 
under my observation, as they do under the care of 
every general practitioner who has been in the pro- 
fessional harness for some years, and in these and 
others since, the usually prescribed and classical 
‘methods of non-surgical treatment have been em- 
ployed, and I have so far failed to see a single one of 
these cases recover, and in the future shall not hesi- 
tate to early employ the knife. A case in my servic> 
three years ago, while neurologist at Portland Hos- 
pital, referred to me by Dr. C. J. Smith, of Pendleton, 
Ore., and another outside of hospital care, referred 
to me by Dr. Richmond Kelly, of Portland, ‘Ore. pos- 
sessed in each case opportunities for employment of 
special care and patience, where conscientious tech- 
nique was maintained along non-surgical lines for 
long periods-of time, yet the improvement which fol- 
lowed such care early vanished when the ordinary 
affairs of life had again been resumed. 

“Pressure and compression are mechanical agencies 
and not pathological conditions,” says Phelps* in his 
work on “Traumatic Injuries of the Brain,” published 
a couple of months ago; but we may add that pressure 
and compression: allowed to remain quickly produce 
pathological conditions, and medical aid has often 
been invoked for relief from these mechanical agencies 
-when surgical procedures should have been promptly 
instituted. 

Laplace, in a. paper** read before the American 
Medical Association, dwells upon this matter, and 
says that in brain derangements, “in the vast majority 
of instances, pressure is the cause of this interfer- 
ences of function, cerebration, etc., and relief or 
restoration of function will depend upon our ability 
to diminish or entirely remove the permanent or 
transitory compression.” The methods employed in 
his scheme of brain drainage is a transverse ¢rani- 
ectomy, removing a strip of bone a quarter of an inch 
wide, and the incision of the dura through the opening 
thus made from temporal to temporal region, except 
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over the superior longitudinal sinus. Strips of gauze 
are then placed in the opening in the dura and the 
skin sutured loosely over them, permitting free drain- 
age of the subdural fluid. Upon the subsidence of 
pressure symptoms, or in about eight days following 
the operation, the gauze is withdrawn, the dura 
sutured, and the wound closed throughout. 

Laplace refers to the well known fact that mere 
irritation of the scalp and adjacent tissues in a brain 
operation will often produce beneficial results. Fif.- 
_ teen cases of epilepsy are reported in the paper where | 
no focal lesions were found, yet improvement, marked 
_ by lessened seizures, occurred in six cases, while the 
mental condition was improved in all. Insanity and 
microcephalus, after the methods of Lannelongue, 
promise of relief from similar operations, rare 
though these recoveries may be. In microcephalus, 
rather than the fanciful. incisions depicted and ad- 
_ vised by some authors, it is better to seek to re-estab- 
lish lines of opening as near the normal sutures as 
possible, and from the two cases which have come 
under my own observation, I believe that the fissures 
as usually made are too narrow, and that they should 
not be less than an inch in width. 
Puncture of the cerebral or spinal subdural and 

subarachnoid spaces will be sufficiently radical to 
- meet my views in most, if not all, of the cases reported 
as operated upon by Laplace in the paper before men- 
tioned. He speaks of operations for adhesions be- 
tween the dura and brain, but in the extensive drain- 
age operation which he employs and advocates there 
is provided a cicatricial band a ‘half inch in width, 
almost encircling the brain. This does not seem to 
me to be justifiable, with puncture and temporary or 
permanent drainage thereby readily attainable by a 
method superior, in being largely devoid of danger. 
If the transcranial method of drainage is to be em- 
ployed, although a cicatrix cannot be avoided, adhe- 
sions might be largely minimized, by the employment, 
as I have done in brain cases, after the method ad- 
- voeated by Park, of a thin strip of gold foil between 
the membranes. After eight days of open drainage, 
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the dissection which would be necessary_for the em- 


ployment of the foil would not be inconsiderable. 


In 1894, at a meeting of the New York Neurological 
Association, I remember to have heard a paper by Dr. 


George W. Jacoby upon the subject of spinal punc- 


ture. The author referred to cases where puncture 
had been made and urged its use in many classes of 
cases, especially for hemorrhage of the cord, cerebral 


congestion, and tubercular or purulent leptomenin- 


gitis. He advocated in certain cases that an opening 


should be made in the cerebral subdural space, and, 


if I remember correctly, in special cases, into the 


lateral ventricle. A counter opening was advised in 
the spinal subdural space in the lumbar region, and 
through the channel between these openings borated 


or other antiseptically prepared solutions were to be 


carried, irrigating the cavities of the products of irr)- 


tation therein contained. I feel myself still under 
obligation to Dr. B. Sachs, of New York, for the cour- 
tesy of an invitation to see, one evening, a case under 
his care, in which Dr. Frederick Dennis did a lumbar 


puncture for diagnostic purposes in a man suffering 


from persistent and increasing pain; resulting from 
which puncture, in connection with other symptoms 
present, a tumor of the cord was diagnosed. — 

_ Dr. Charles L. Dana,*® under the title of what he 
has denominated “Acute Serous Meningitis” (wet 
brain), records spinal puncture done by him in fifteen 
cases, with amelioration of the symptoms in most 
cases and with no bad results. In one case prompt | 


and full recovery followed. As these alcoholics are 
usually already in extremis from the destructive char- 


acter of their habits and modes of life, and many are 
sufferers from concurrent maladies, it is not surpris- 
ing that most of these cases early succumb whether 
or not puncture is employed. The improvement re- 
ported in all these cases, with no ill consequences in 
any, will no doubt lead to more general employment 
of this method. pe 

Dr. L. Schroeter, of Buffalo, gives a report’® of the 
employment of cerebral puncture of the head in three 
cases of large hydrocephalus in unborn infants, where 
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delivery of the enlarged head had been found to be 


impossible. Aspiration permits delivery, and the 


child is given a chance for life. It occurs to me that 


in case of breech presentation, common in such condi-— 


tions, the accoucheur might with propriety do a lum. 
bar puncture at an appropriate moment in the process 
of expulsion, and then to be able to deliver without 
version. 

Macdonald, in his excellent text- book?” just from the 
printer’s hands, quotes Hildebrand’s statics, showing 


66 per cent. of recoveries after Morton’s injection 
method for the treatment of spina bifida, and 73.5 per 


cent. of recoveries after the operation of exsection, 


which evinces a marked improvement in these later | 


years in results following surgery for this condition, 


and warrants the latter method in applicable cases. _ 
After excision a celluloid plate may be inserted into © 


the wound, as advocated'* by Roswell Park. 


In a case of chronic hydrocephalus manifested in a 


child at 10. years of age, following one year after an 
injury to the head, I have done lumbar puncture upon 


two occasions. “The first time 45 cc. of cerebrospinal | 


fluid was removed, while at the second puncture a 


much smaller quantity was taken, although free open- 


ing was provided. The size of the head in this case, 
although above the normal, was not great, measuring 


of cm. in circumference. Six weeks after the first - 
puncture the circumference was 56.5 cm., indicating to 


me that following the withdrawal of the fluid of pres- 


sure, reparative changes were permitted and that the. 


membranes had ceased to hypersecrete in a case 
where increase in the size of the head had previously 
been rapid. The case is still under my observation. 
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